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” 


66 ABBOTT, age twenty, painter, 


single, tumor on face.” This is the open- 

ing sentence in the Massachusetts Gen- 
eral Hospital record of a patient operated upon 
under ether anesthesia by Dr. John Collins War- 
ren on the sixteenth day of October, 1846. The 
report after describing the location, size, etc., of 
the tumor, continues: 


This case is remarkable in the annals of surgery. 
It was the first surgical operation performed under 
the influence of ether. Dr. Warren had been applied 
to by Mr. Morton, a dentist, with the request that 
he would try the inhalation of a fluid which, he said, 
he had found to be effectual in preventing pain 
during operations upon the teeth. Dr. Warren hav- 
ing satisfied himself that the breathing of the fluid 
would be harmless, agreed to employ it when an 
opportunity presented. None occurring within a day 
or two in private practice he determined to use it on 
this patient. Before the operation began, some time 
was lost in waiting for Mr. Morton, and ultimately 
it was thought he would not appear. At length he 
arrived and explained his detention by informing 
Dr. Warren that he had been occupied in preparing 
his apparatus, which consisted of a tube connected 
with a glass globe. This apparatus he then proceeded 
to apply, and after four or five minutes the patient 
appeared to be asleep and the operation was per- 
formed as herein described. To the surprise of Dr. 
Warren and the other gentlemen present, the pa- 
tient did not shrink, nor cry out, but during the 
insulation of the veins he began to move his limbs 
and utter extraordinary expressions, and these move- 
ments seemed to indicate the existence of pain; but 
after he had recovered his faculties he said that he 


had experienced none, but only a sensation like that 
of scraping the part with a blunt instrument, and he 
ever afterward continued to say that he had not felt 
any pain. 

Note—The results of this operation led to the 
repetition of the use of ether in other cases, and in a 
few days its success was established and its use 
resorted to in every considerable operation in the 
city of Boston and its vicinity. 


The birth of America’s greatest contribution to 
surgery—ansthesia—constitutes the most dra- 
matic event in the history of American medicine. 
Dr. Crawford W. Long of Georgia had used ether 
in minor surgical procedures as early as 1842 and 
to him history gratefully accords priority of dis- 
covery and use. It remained, however, for the 
Boston group—the dentist, W. T. G. Morton, and 
the surgeons of the Massachusetts General Hos- 
pital to administer inhalations of ether to patients 
about to undergo major surgical procedures and 
to publish the results to the world. 

Earlier hints of anesthetic substances had not 
been lacking. Humphrey Davy, apprenticed to 
that eccentric chemist-physician, Thomas Bed- 
does,! had concluded from his experiments with 
nitrous oxide that as 


.... this gas, in its extensive operations, appears 
capable of destroying physical pain, it may probably 
be used with advantage during surgical operations 
in which no great effusion of blood takes place.? 

1 Science Progr., 1925, April, 628. 


* Researches, Chemical and Philosophical, Chiefly Concerning Nitrous 
Oxide. London, 1800. 


Richard Pearson' of Birmingham said of his 
phthisical patients who had been directed to in- 
hale sulphuric ether from an open saucer: 


Patients who have inhaled it two or three times, 
find it so grateful to their feelings, that they are dis- 
posed to have recourse to it too often, and cannot 
readily be prevailed upon to lay it aside... . 


Sulphuric ether subsequently became a toy in 
chemical laboratories and apothecary shops, fur- 
nishing a hearty laugh to those who observed the 
antics of individuals partially under its influence. 

It was through Henry J. Bigelow that the world 
learned of the startling experiment conducted at 
the Massachusetts General Hospital on that 
eventful October day. As he left the operating 
room, Bigelow, an eye witness, remarked: “ I have 
seen something today that will go around the 
world.” Bigelow first read a short abstract of his 
descriptive paper before the American Academy 
of Arts and Sciences on November 3, 1846, later 
reading the entire report before the Boston Society 
for Medical Improvement on November 9, 1846. 


' Pearson, Richard. A Short Account of the Nature and Properties of 
Different Kinds of Airs, ete. etc. Birmingham, 1795. 
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This report was published in the Boston Medical 
and Surgical Journal of November 18, 1846, and 
was the first authentic account of the facts con- 
cerning anesthesia.” 

A few days later, November 21, 1846, ina letter 
to Mr. Morton, Oliver Wendell Holmes suggested 
the terms “anesthesia”? and “anesthetic,” and 
one year later in an address to the students of 
Harvard, Holmes eulogized anwsthesia in these 
terms: 


The knife is searching for disease,—the pulleys are 
dragging back dislocated limbs,—nature herself is 
working out the primal curse, which doomed the 
tenderest of her creatures to the sharpest of her 
trials; but the fierce extremity of suffering has been 
steeped in the waters of forgetfulness, and the deep- 
est furrow in the knotted brow of agony has been 
smoothed forever. 


The young patient should not be forgotten. 
Voluntarily placing himself in the hands of Dr. 
Warren, Gilbert Abbott contributed his bit 
toward the establishment of this great advance 
in surgery. 

2“Tnsensibility during Surgical Operations, Produced by Inhalation.” 
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ABSTRACTS OF CURRENT LITERATURE 


SURGERY OF THE 


HEAD 


Blair, V. P.: The Consideration of Contour as Well 
as Function in Operations for Organic Anky- 
losis of the Lower Jaw. Surg., Gynec. & Obst., 
1928, xlvi, 167. 


Blair says that excluding inflammations, tumors, 
fractures, and muscle spasm, chronic limitations of 
the movement of the lower jaw may be due to 
fibrous or bony changes in the joint itself; changes 
in the shape or bony fixation of the ramus; scars 
about the joint or in the cheek; infringement of a 
neighboring bony process; or a combination of any 
of these factors. 

Forceful dilation of a limited jaw opening of long 
standing which has developed gradually is seldom 
satisfactory and is not worth the effect involved. 
For permanent relief the cause of the fixation must 
be eliminated or modified; the more accurate the 
pre-operative determination of this cause, the better 
and simpler will be the correction. In attempting 
correction by operation, it is, in most cases, better 
practice to remove the upper part or almost all of 
the ramus rather than try to reconstruct the joint. 

When the ankylosis has existed during the growing 
period and is due to a fixation within the joint itself, 
whether bony or fibrous, there will be some shorten- 
ing of both the ramus and body on the affected side 
with a corresponding backward and lateral displace- 
ment of the chin. If the fixation is unilateral and not 
complete, the chin will deviate further to the affected 
side when an attempt is made to open the mouth. 
This latter point may be helpful in determining 
which joint is fixed. 

If the limitation of movement is primarily due to 
scar bands that fix the lower to the upper jaw, the 
ramus may become abnormally broad. 

While the presence of a normal condyle is essen- 
tial to the normal development of the mandible and 
of the temporomandibular joint and to normal 
strength, stability, and mobility of the mandible, 
nevertheless, neither condyle is essential to useful 
function. The author’s conclusion is that the lower 
jaw is hung with such perfect muscular balance, 


that both condyles can be removed and, if desired, | 


the jaw can be moved forward without seriously 
crippling function. This latter point probably ex- 
plains the universal success in the joint restoration 
obtained by the simple excision of sufficient bone, 
with or without complicated efforts to furnish a sub- 
stitute for the necessary joint surface. Blair has 
always attempted to interpose a fatty flap or super- 
ficial temporal fascia, not with the idea of placing a 


3 


HEAD AND NECK 


barrier between the bony surfaces, but to help fill 
the dead space that is left after removing the condyle. 

Correction or improvement in appearance may be 
accomplished by one or a combination of several of 
the following procedures: 

1. After the fixed joint is freed, the affected side 
of the mandible may be dragged forward and fixed in 
this position until the tendency to recede is over- 
come. In unilateral ankylosis with a receding man- 
dible it may be necessary to section the ramus of 
the opposite side in order to obtain the best position 
of the body of the jaw. 

2. A receding chin can be built out by means of 
an implantation of costal cartilage. 

3. The facial obliquity remaining after fixing the 
jaw bone in its new position can be rendered less 
noticeable by shifting the soft tissues of the chin 
laterally, by filling along the flat side of the jaw with 
cartilage, or by a combination of these methods. 

The article contains case reports and diagrams. 
Two cases with functional end-results without bony 
contact of the mandible with the skull are included 
in the reports. James B. Brown, M.D. 


McClure, R. D., and Crawford, A. S.: The Manage- 
ment of Craniocerebral Injuries. Arch. Surg., 
1928, xvi, 451. 

The authors give a critical review of 441 cases of © 
craniocerebral injuries which were treated in the 
Henry Ford Hospital, Detroit, Michigan, during a 
period of ten years. 

From general data available, it was estimated that 
in the United States skull injuries constitute from 7 
to ro per cent of all accidents. 

In this series the automobile was responsible for 
54.2 percent of the injuries. The next most frequent — 
causes of injury were falls, 20 per cent; and blows, 
18.4 per cent. The age and sex incidence were 
similar to those in other series that have been 
reported. 

The explanation for the relatively low percentage 
of basal skull fractures (5.7 per cent) was that special 
roentgen-ray positions were not taken routinely 
and that most of the autopsies were done by 
coroner’s physicians. 

The diagnosis in mild and severe cases was fairly 
simple but there was a certain group in which it was 
difficult to determine the location and degree of 
injury in the early stages, and to differentiate 
the factors of oedema, contusion, laceration, and 
hemorrhage. Clinical signs and symptoms, lumbar 
puncture, roentgen-ray observations, and clinical 
courses were the dependable factors in diagnosis. 
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Emphasis was placed on the changes in neurologi- 
cal signs during the first hours following the injury. 
These together with vital signs (temperature, 
pulse, and respiration), blood pressure and spinal 
fluid pressure were the indicators for the localiza- 
tion of the injury and the subsequent treatment. 

In the treatment of these cases, the immediate 
problem consisted in obtaining a careful history 
of the accident and injury. This was valuable from 
a diagnostic standpoint as well as the medicolegal 
aspect. Each case was immediately studied so that 
appropriate treatment could be given. At first 
surgical treatment was confined to control of ham- 
orrhage and repair of lacerations of the scalp. The 
treatment for shock was likewise begun at once. 
Tetanus antitoxin (1,500 units for adults) was given 
if a wound had been contaminated by dirt. As soon 
as the patient’s condition warranted it, a roentgen- 
ray examination of the skull was made. 

Conservative medical treatment was used in 
most of the cases reported by the authors. Admin- 
istration of dextrose and other procedures were used 
to combat shock. Cidema of the brain was com- 
bated by hypertonic solutions of glucose and insu- 
lin intravenously or magnesium sulphate by mouth or 
by rectum. Lumbar puncture in those cases in which 
its use was not contra-indicated by unfavorable 
signs was found to be valuable not only for diagnosis 
but for the reduction of intracranial pressure. Mor- 
phine and atropine were not used early so as not to 
mask important signs. 

Surgical intervention was made in only 4.3 per 
cent of these cases with an operative mortality of 
59.1 per cent. Subtemporal decompression was 
used for middle meningeal hemorrhage and cranio- 
tomy elsewhere for depressed fractures and for 
débridement of compound fractures. 

The classification of results was unreliable be- 
cause many of the patients could not be traced after 
they left the hospital. However, in 64.2 per cent 
of the cases the patients were apparently cured, 
17.7 per cent of the patients left with some un- 
favorable symptoms, 3.4 per cent were transferred 
or else left against advice, and 14.7 per cent died. 
A questionnaire which was sent to the 229 patients 
who had disappeared from observation was an- 
swered by 76; of these, 71.1 per cent had had one or 
more unpleasant sequel. These sequela are named 
in order of their frequency: vertigo, headaches, 
fatigueability, nervousness, irritability, impair- 
ment of memory, mental changes, paralyses, and 
convulsions. 

The authors summarize their views as follows: 

1. The problem of the proper management of 
cases of injuries to the head is of increasing im- 
portance. Much progress has been made, but there 
is still need of improvement. 

2. It should be the aim of the medical profession 
to make more accurate diagnosis of cases so that 
the appropriate treatment can be instituted. Only 
in this way can the number of deaths, complica- 
tions, and sequele be reduced. 


3. In the management of cases of injury of the 
head, stress is laid on the importance of: (1) ac- 
curate detailed history; (2) careful, repeated 
examinations; (3) constant skillful nursing; (4) 
the taking of roentgenograms in all cases; (5) spinal 
punctures for diagnosis in all doubtful cases in 
which the patient is not in a state of shock, and in 
which block does not occur at the base of the cere- 
brum; (6) treatment with hypertonics to reduce 
cerebral compression; (7) properly timed surgical 
intervention for accessible haemorrhage, and for com- 
pound and depressed fractures; and (8) insistence on 
keeping the patient quiet for a sufficient length 
of time and on a gradual resumption of duties 
after recovery. J. Eowrn Kirkpatrick, M.D. 


EYE 


Fuchs, A.: On Pseudoglaucoma. Brit. J. Ophith., 
1928, xii, 65. 

In this paper, Fuchs discusses seven cases of 
pseudoglaucoma. The first patient had a congenital 
pit in the optic disc co-existing with a glaucomatous 
excavation of 4 diopters. The upper half of the visual 
field was lacking; central vision with glasses was 
6/12; tension was 22 mm. Hg (Schiotz) before and 
after the administration of homatropin and after 
dark adaptation. 

In the second case a coloboma of the nerve head 
produced an appearance of glaucoma, but the follow- 
ing contra-indications to this condition were present: 
a semi-opaque tissue (neuroglia) filling the excava- 
tion; tension of 20 mm. hg; enlargement of the 
papilla; a horizontally oval blind spot; and the fact 
that in a year there had been no change. 

The third case was somewhat similar to the second. 
Enlargement of the pupilla was questionable. Sur- 
rounding the pupilla was a halo more than 1 diopter 
depressed from the level of the retina and irregularly 
outlined with pigment. The field and tension were 
normal. A sister of this twelve-year-old patient had 
a conus inferior. 

In each of the four other cases, angiectasis of the 
eyeball was present and resembled the congestive 
type of glaucoma in that the dilated conjunctival 
and ciliary veins produced an appearance of caput 
medusz. In one of these patients there also existed 
a region of angiectasis in the nasolabial fold. 

Tuomas D. Aten, M.D. 


EAR 


Schwartz, A. A.: Postauricular (Edema Due to 
Acute Infections. Laryngoscope, 1928, xxxviii, 98. 


Schwartz says that postauricular oedema may be 
due to mastoid involvement or to other conditions 
simulating this picture. In order to establish a 
differential diagnosis every medical aid, especially 
laboratory tests, must be employed. A furunculosis 
of the canal does not ordinarily cause a rise in tem- 
perature nor does it produce any drum changes, but 
if it complicates a suppurative otitis media the diag- 
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nosis is very difficult. Postauricular lymphadenitis, 
primary osteomyelitis, sinus thrombosis, and erysip- 
elas are other conditions which necessitate the use 
of all of the diagnostic aids at our command before a 
differential diagnosis can be made. 

GeorGE R. McAuutrr, M.D. 


McKenzie, D.: Posterior (Mastoid) Drainage in 
Acute Suppuration of the Middle Ear. Proc. 
Roy. Soc. Med., Lond., 1928, xxi, 616. 


Late operations on the mastoid have been the 
rule, but McKenzie in his article recommends early 
mastoid drainage of middle ear suppuration as 
a cure for a purulent otitis media in which simple 
meatal drainage has failed. He has performed this 
type of operation in thirty-one cases. Two of the 
patients developed erysipelas, two required a second 
drainage operation, and one patient died of menin- 

itis. 
. The author strongly recommends posterior drain- 
age at a reasonably early date in cases of chronic 
suppuration. Grorce R. McAuutrr, M.D. 


Hastings, S., and Scarff, G. R.: Some Notes on 
Paracusis Willisii from the Ferens Institute 
of Otolaryngology. Proc. Roy. Soc. Med., Lond., 
1928, xxi, O11. 

Hastings and Scarff report the results of tests 
made in thirty cases of middle-ear deafness. In 
these tests, they used a Tucker audiometer with 
which a pure note is electrically produced. In two 
cases there was absolute paracusis, the sound being 
heard better while the disturbing noise was being 
made. Sixteen cases showed a relative paracusis. 
In twelve cases a crossed paracusis was observed. 

The authors state that as far as they know, this 
phenomenon has not been described previously. 
They offer no explanation of the condition but con- 
clude that only a few persons actually hear better 
while a noise is being made. 

Georce R. McAutirr, M.D. 


MOUTH 


Menegaux, G.: The Treatment of Cancer of the 
Tongue (Le traitement du cancer de la langue). 
J. de chir., 1928, xxxi, 38. 


Menegaux’s report is based on a study of seventy- 
eight cases of cancer of the tongue treated surgically 
and ninety-one cases treated by irradiation, the 
results of which show that early cancer of the 
tongue should be treated only by surgery. In these 
early cases, limited operation without removal of 
the glands gives permanent cure in 50 per cent of 


the cases. If for any reason it appears to be neces-" 


sary to remove the glands, this should be done on one 
side at the first operation and a second operation 
should be performed for the removal of those on 
the other side. The tumor of the tongue should be 
removed through the mouth at the second operation. 
Operation by the cervical route should never be 
performed. 


Confirmed cancer, diagnosed clinically and at the 
limit of operability, should be treated by radium 
therapy. Surgery of the glands associated with 
the intralingual use of radium is a method that 
shows a heavy mortality and gives apparent cure 
in only 20 per cent of the cases. It should be used 
only for patients who are in good condition and in 
whom there is but little serious involvement of the 
glands. 

Radium treatment alone gives the best results, 
the statistics showing that about 4o per cent of the 
cases receiving radium treatment are cured. In 
cancer of the anterior two-thirds of the tongue a 
surface apparatus should be used together with tubes 
placed inside the tumor. Radium needles should 
not be used. In cancer of the base of the tongue, 


radium therapy is used only on the surface. The ~ 


greatest care should be used in deciding upon the 
dosage, duration of treatment, and homogencity of 
the rays. The dosage should be based on the volume 
of the mass to be destroyed, on its duration, and on 
the karyokinetic index. If the tubes accidentally slip 
out of place, serious damage may be done unless 
they are replaced at once. 

If the cancer is far advanced it cannot be cured 
by either surgery or radium and only palliative 
treatment is indicated. The accidents associated 
with radium therapy are generally insignificant. 
With care, necrosis can be prevented. 

Surgical recurrence can generally be cured by 
another operation; radium therapy is generally in- 
effective in such cases. Radium recurrence is much 
earlier and develops much more rapidly than surgical 
recurrence. Nothing can be done for a radium re- 
currence and renewed radium treatment is parti- 
cularly contra-indicated as it only aggravates the 
disease. Auprey G. Morcan, M.D. 


Capizzano, N.: Radium Treatment of Cancer of 
the Tongue Based on 143 Cases (Radiumterapia 
del cancer, de la lengua. Consideraciones sobre 143 
casos tratados). Rev. med. Lat.-Am., 1927, xiii, 464. 


The author believes that in its early stages, 
cancer of the tongue as well as cancer in other 
locations can be treated successfully by radium. In - 
the treatment of his cases, Capizzano used either 
bare tubes charged with radium emanation or 
needles of steel or platinum. The dosage with bare 
tubes was about 1 millicurie for each cubic centi- 
meter of tumor or, when needles were used, 2 to 3 
millicuries destroyed for cach needle for a time of 
four to seven days. 

In the period from 1924 to 1927, Capizzano 
treated 143 cases of cancer of the tongue. Of the 39 
cases treated in 1924, 7 (17.94 per cent) were still 
alive in 1927; of the 40 cases treated in 1925, 9 
(2.50 per cent) were alive in 1927; and of the 23 
cases treated in 1926, 12 (52.16 per cent) were alive 
in 1927. 

The chief points to be considered in the radium 
treatment of cancer of the tongue are the localization 
and size of the new growth, whether or not the 
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glands are involved, and the previous treatment and 
general condition of the patient. ‘These factors de- 
termine the indications for beta or gamma therapy, 
radium surgery, radium therapy following surgery, 
and teleradium therapy and must be taken into 
account in deciding upon the time of exposure, the 
dosage, the filter, and whether the radium shall be 
applied inside or outside the tumor. ‘The author 
says that the greatest danger in radium therapy of 
the tongue lies in the possibility of the occurrence 
of hemorrhage if the tubes or needles are placed near 
large vessels. Auprey G. Morcan, M.D. 


Jeanneney, G., Réchou, G., and Mathey-Cornat, 
R.: The Radiosurgical Treatment of Cancer of 
the Tongue (Le traitement. radio-chirurgical des 
cancers de la langue). Bull. et mém. Soc. nal. de 
chir., 1927, liii, 1055. 

The authors report a series of 106 cases of cancer 
of the tongue, observed between 1922 and 1926. 
Eighteen cases in this group were eliminated from 
the discussion because the period of observation had 
been inadequate. The 88 remaining cases were 
treated and followed for from one to four years. 
One case was under observation for six years. 

Three stages of the disease are recognized: the 
carly or operable stage; the intermediate stage at 
which infiltration is present, and at which there is a 
limit of operability; and the advanced stage, at 
which the growth is so extensive that operation is 
impossible. 

Study of the late results in the series reported by 
the authors revealed that the infralingual carcino- 
mata give the most favorable late results —17.64 per 
cent recoveries after three years, as compared with 
4.9 per cent in lesions of the mobile portion and 3.33 
per cent in cancers of the base. Only 11.38 per cent 
of the cases were treated in the early stage. Only 
7.77 per cent of all of the patients were well after 
three years, while 40 per cent of those who were 
treated early were well at the end of this period. 
These results demonstrate the efficiency of radio- 
surgical treatment when applied to clinically local- 
ized cases. 

The treatment of cancer of the tongue includes 
treatment of the primary lesion and of the regional 
glands. For the primary lesion, radium needles were 
employed. These resulted in control of the lesion in 
80 per cent of the cases for a period of three years. 
Of the failures, twelve were due to late necroses and 
eight to inadequate destruction of the neoplasm. 
Adenopathy was present in 74.39 per cent of the en- 
tire group, reaching 90 per cent in cancers of the 
base. Sixty per cent of all the enlarged glands, 
whether clinically perceptible or not, showed car- 
cinomatous invasion. ‘Two methods of treatment 
are available for the regional adenopathy, namely, 
surgery and irradiation. ‘The authors used cautery 
excision of the cervical glands in 33 cases. One 
patient died following operation, and one developed 
phlebitis. There were recurrences within three years 
in 45.34 per cent of the cases. All of the three-year 


cures were from the group in which surgical removal 
of the glands had been employed, together with 
radium destruction of the primary lesion. Irradia- 
tion of the cervical region, either by radium or X-ray, 
gave only palliative results. 

In the combined form of treatment, the excision 
of the cervical glands, with ligature of the external 
carotid artery, was done first, followed eight or ten 
days later by lingual irradiation. An additional 
irradiation of the neck may, of course, be employed, 
but the authors reserve this step for those cases in 
which the glandular excision is considered inade- 
quate, or in which regional recurrences have taken 
place. Leo M. Zimmerman, M.D. 


Watt, W. L., Finzi, N. S., Cade, S., Milligan, Sir W., 
and Others: Discussion on Deep X-Ray and 
Radium Therapy in Relation to the Mouth and 
Upper Respiratory Tract. Proc. Roy. Soc. Med., 
Lond., 1928, xxi, 649. 

Warr believes that the action of deep rays directed 
on an area to be treated chiefly affects the nuclei of 
the cells. Two reactions appear after deep raying. 
The primary reaction consisting of swelling of the 
glands and rapid reduction in size appears within a 
few hours. There is some systemic disturbance in- 
cluding fever, malaise, nausea, and vomiting caused 
by the absorption of the destroyed cells. The sec- 
ondary reaction appears at the end of the third week 
and is similar to the primary reaction. 

In treating solid tissues the rays are well diffused, 
but when the throat is treated such is not the case 
because of the insufficient body fluid coverings and 
the presence of large air cavities. To overcome these 
defects, glucose is used to increase the density of the 
body fluids, and the rays are softened so the absorp- 
tion will be more thorough. 

Whenever possible, surgery is advisable, but the 
author prefers diathermy combined with radiation. 
Radiations appear to produce antibodies which re- 
main active for long periods and tend to inhibit the 
recurrence of the disease. Prophylactic radiations 
from eighteen months to two years after the primary 
raying are advised at times. While the question of 
dosage is difficult the author now endeavors to give 
the growth the same amount of rays as will cause a 
slight skin reaction within three days. After-treat- 
ment should include exposure to artificial sunlight. 

F1Nz1 is satisfied that some types of sarcoma yield 
more readily to treatment than do epitheliomata or 
carcinomata. The immediate dangers of applying 
X-ray or radium to the larynx are oedema of the 
larynx and secondary hemorrhage. A remote danger 
is a board-like hardening of the skin and subcuta- 
neous tissues which are thus predisposed to infection. 
For laryngeal epithelioma, treatment with radium 
yields at least as great a percentage of cures as does 
surgery, while with lymphosarcoma the response to 
radiation is dramatic. Finzi feels that codperation 
between the surgeon and radiologist is essential in 
order to choose the form of treatment which will 
offer the best prospects. 
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CabE treats malignant disease of the oral cavity 
by attacking the primary growth in the mouth and 
also the secondary deposits in the neck with radium. 
Should the tumor be embedded in an area of oedema 
the results are very unsatisfactory. 

MILLIGAN thinks that radium treatment is proving 
very valuable and that the prospects for improve- 
ment in the treatment of malignant disease are en- 
couraging. Georce R. McAuttrr, M.D. 


Berven, E.: Operative and Radiological Treatment 
of Malignant Tumors of the Mouth. Acta 
radiol., 1927, viii, 472. 


The author reports the results obtained in cases of 
malignant tumors of the tongue and the sublingual, 
mandibular, buccal and tonsillar regions treated at 
Radiumhemmet during the last few decades. 

All of these cases have been divided into four 
different sections by the author. Section A is 
comprised of those cases which were operable at the 
time of admission to Radiumhemmet and which 
received only radiological treatment. Section B 
includes those cases which received combined 
surgical and radiological treatment. In this group 
each of the patients was given thcrough radiological 
treatment either before or immediately following the 
operation. Section C includes those cases which 
were operated upon but which were given radio- 
logical treatment only after the development of 
recurrences either locally or in the glandular region. 
Section D includes the inoperable cases which were 
treated by radiotherapy only. 

Each of these four sections has been divided into 
groups according to the presence or absence of 
glandular metastases, Group 1 including those 
cases in which no clinically demonstrable metastases 
could be found at the operation or on admission to 
Radiumhemmet, and Group 2 including cases with 
definite clinical evidence of glandular metastases. 

This classification into sections and groups has 
been made on account of the great variation oc- 
curring in prognosis as well as treatment. 

The results of treatment are reported as follows: 

Cancer of the tongue. In Section A, 64 per cent 
were free from symptoms for three years and 60 
per cent, for five years. In Section B 1, 77 per cent 
were free from symptoms for three years and 60 per 
cent, for five years. In Section B 2, 67 per cent were 
free from symptoms for three years and 50 per cent, 
for five years. In Section C 1, 43 per cent were free 
from symptoms for three and five years. In Section 
C2, no patient survived one year. Of the inoperable 
cases in Section D, only one patient lived for five 
years. 

Cancer of the sublingual region. In Section A, 56 
per cent were free from symptoms for three years 
and roo per cent, for five years. In Section B 1, too 
per cent were free from symptoms for three years 
and 60 per cent, for five years. In Section B 2, 100 
per cent were free from symptoms for three years. 
In Sections C and D, no patient survived for three 
years. 


Mandibular cancer. In Section A, 50 per cent 
were free from symptoms for three years and 25 per 
cent, for five years. In Section B 1, 50 per cent were 
free from symptoms for three and five years. In 
B 2, 43 per cent were free from symptoms for three 
years and 50 per cent, for five years. In Section C, 
no patient survived for one year and in Section D, 
only one patient survived for three years. 

Buccal cancer. Of operable and_ inoperable 
cases treated radiologically only, 45 per cent were 
free from symptoms for three years and 35 per cent, 
for five years. In Section B 1, 90 per cent were free 
from symptoms for three years and 1co per cent, for 
five years. In Section B 2, only 11 per cent were 
free from symptoms for three years and no case 
was free for five years. In Section C 1, 20 per cent 
only lived for three and five years. In C 2, no pa- - 
tient survived for one year. 

Cancer of the tonsil. In this section, only palliative 
results have been obtained with temporary freedom 
from symptoms for a period of from one to four 
years. 

Sarcoma of the tongue. In Section A 1, 60 per cent 
were free from symptoms for three and five years 
and in Section A 2, 32 per cent were free from 
symptoms for three years and 19 per cent, for five 
years. 

The percentage figures are given with due regard 
for the small number of cases. 

A detailed account is given of the origin and de- 
velopment of the glandular metastases as well as 
of their bearing on the prognosis. From the point 
of view of the technique of treatment the author 
divides his cases into three different stages. For 
the first stage — cases without clinically demonstrable 
metastases—the author advises radiological treat- 
ment only. The author shows that the results 
of radical surgical dissection of the glandular regions 
in these early cases are no better than those ob- 
tained by radiological treatment alone. For the 
second stage—cases with already developed but 
definitely operable metastases—the author rec- 
ommends pre-operative treatment with radium 
at a distance, followed by block dissection of the 
glandular regions on both sides of the neck and, if- 
necessary, subsequent postoperative radiological 
treatment. For the third stage-—cases on the border 
line between operability inoperability —the 
author advises against attempting surgical inter- 
— and recommends radiological treatment 
only. 

The risk of incomplete operations of malignant 
tumors is emphasized by the author, cases from the 
literature and his own cases being submitted in 
illustration. 

Test excisions should be done only by the method 
of electro-endothermy and in immediate connection 
with the radiological treatment. 

In conclusion, the author gives a comparative tabu- 
lation of the results obtained by surgical treatment 
alone and by radiological or combined surgical and 
radiological treatment. 
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Carp, L., and Stout, A. P.: Branchial Anomalies 
and Neoplasms. Ann. Surg., 1928, lxxxvii, 186. 


Branchial anomalies include branchial cysts and 
fistula, cervical and auricular appendages, fistula 
auris congenita, and branchial epithelioma. Various 
suggestions have been made from time to time as to 
the origin of these lesions in some remnant of the 
branchial apparatus. 

The first theory is the branchial-cleft hypothesis, 
in which it is assumed that the condition in the hu- 
man embryo is analogous to that of the embryos in 
lower animals and that branchial fistula can occur at 
levels corresponding to the various unobliterated 
clefts. 

The second theory is Rabl’s hypothesis. Rabl 
pointed out that there are four branchial bars, each 
being a protrusion with an ectodermal furrow above 
and below. ‘The first branchial bar, together with 
its fellow at the opposite side, forms the mandible. 
The second forms the hyoid arch. ‘The third furrow 
becomes the thymus. From studies it is evident that 
the level of the second furrow is the logical point at 
which a fistula may enter the pharynx. 

A third hypothesis is that of Wenglowski and a 
fourth is that of Frazer. 

Carp and Stout in the study of their cases found 
twenty branchial cysts, each of which had a lining of 
stratified squamous epithelium. All had masses of 
lymphoid tissue with weil- leveloped germinal centers 
averaging «1 mm. in thickness in the fibrous tissue 
outside of the epithelial lining, serving to distinguish 
them from thyroglossal cysts and fistula, which are 
devoid of lymphoid tissue. 

In an analysis of cases it was found that, as a 
rule, the swellings of the cysts gradually increased in 
size, but some diminished and increased alternately. 
Others remained stationary for a long time, then 
suddenly became larger. Most of the cysts were 
located beneath and anterior to the sternomastoid, 
just below the mandible, and the majority were en- 
capsulated and fluctuant. Pain was unusual and was 
mild in character although infection of the cyst ag- 
gravated the pain. Eighty-five per cent of the cysts 
extended down to the surface of the great vessels. 

Complications that may occur are fistula forma- 
tion, a superimposed epithelioma, infection of the 
cyst, or traumatic rupture. 

These cysts must be differentiated from tuber- 
culous adenitis with or without abscess formation. 
A single cystic, painless, movable and non-tender 
swelling, gradually increasing in size, found in the 
upper half or third of the sternomastoid region is 
very apt to be a branchial cyst. A solitary broken- 
down tuberculous abscess, not associated with other 
enlarged glands, simulates this very closely, but in 
tuberculosis the overlying skin is more often a dull 
red and in the roentgenogram there may be evidence 
of calcification. If cholesterol crystals are found in 
the aspirated contents, an epithelial-lined cyst may 
be suspected. 


The branchial fistula may be external complete— 
those with only an outer opening; internal incom- 
plete—those with only an inner opening; or com- 
plete—those with an internal and external opening. 
The internal openings are, as a rule, situated along 
the anterior border of the sternomastoid below the 
thyroid cartilage, but when they occur in the mid- 
line a diagnosis of thyroglossal fistula must be con- 
sidered. 

Branchial appendages are soft nipple-like pro- 
tuberances covered by hair-bearing skin. They are 
held erect by a central bar composed of any of the 
three types of cartilage and give a sense of firmness 
on palpation. 

Malignant epithelial neoplasms arising from bran- 
chial epithelium are relatively rare. The swelling 
comes on either gradually or very rapidly and occa- 
sionally a patient states that it diminishes in size. It 
is situated in the middle third of the sternomastoid 
region, is nodular and hard, may be cystic and fluc- 
tuant in parts, and is adherent to surrounding struc- 
tures. The pain may be either localized or radiating. 
Dysphagia, hoarseness, cough, and loss of weight are 
noted. R. V. B. Suter, M.D. 


Lahey, F. H.: The Management of Post-Thyroid- 
ectomy Complications. Surg. Clin. N. Am., 1928, 
viii, 13 

Lahey discusses the diagnosis and treatment of 
various post-thyroidectomy complications. He is of 
the opinion that proper postoperative management 
in these cases is very intimately connected with the 
mortality rate. 

When postoperative hemorrhage occurs, greater 
and greater difficulty in breathing becomes manifest, 
especially if the bleeding is of arterial origin. There 
is fullness and firmness in the neck, which, when 
associated with alarming respiratory difficulty, makes 
the diagnosis evident. ‘Treatment should be insti- 
tuted quickly and should include opening the wound, 
cutting the mattress sutures which hold the pre- 
thyroid muscles together, turning out the clot, and 
either packing the wound or deliberately exposing 
and ligating the bleeding vessel. Venous bleeding, as 
a rule, does not produce such obstructive symptoms. 

The prevention of postoperative thyroid reactions 
lies in proper preparation before operation. Occa- 
sionally, however, so-called thyroid storms will occur 
and serve as an accurate index to the refinement of 
operative judgment. Lahey is convinced that no 
operative procedure should be undertaken on a 
thyrotoxic patient until all details of the pre-opera- 
tive and postoperative treatment of the case have 
been carefully reviewed by the anasthctist, the as- 
sistant, and the surgeon. When indicated in selected 
cases, a two-stage, subtotal thyroidectomy, with a 
period of six weeks between the operations, will re- 
duce the incidence of postoperative thyroid storms. 
The clinical features of this condition are: high and 
rising pulse rate, increasing excitability, activation 
and delirium, vomiting, and high temperatures. In 
order to combat these symptoms, fluids, glucose, 
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morphine, and iodine are given. Tracheitis follow- 
ing operation is best treated by steam inhalations. 

Occasionally, after the patient has been returned 
to bed, tracheal obstruction due to pressure occurs. 
This may be caused by the suturing of the thyroid 
tissue with the neck in the extended position or by 
the shortening of the prethyroid muscles. Actual 
tracheal collapse is rare. If any considerable degree 
of interference with breathing exists the wound 
should be opened and the obstruction immediately 
relieved. In other instances a tracheotomy may be 
necessary and should be employed unhesitatingly. 

Injury to one or both laryngeal nerves may cause 
an urgent postoperative complication. If, in addi- 
tion to this, a tracheitis is superimposed, there will 
be serious interference with breathing. If there is 
immediate postoperative difficulty in breathing, a 
laryngeal examination of the vocal cords should be 
made. Should paralysis of one cord be noted, there 
will be no occasion to undertake further measures. 
Should bilateral paralysis be noted and should ur- 
gent symptoms appear in the days following the 
operation, an immediate tracheotomy must be done. 
Should a bilateral paralysis be present without inter- 
ference in breathing, a careful watch should be made 
in order to determine whether or not it is of tempc- 
rary nature. If the paralysis persists for three or 
four months, exploration of the recurrent nerves 
should be undertaken. 

The occurrence of postoperative tetany is closely 
related to the skill and care with which the operation 
of thyroidectomy is performed. ‘Transient tetany 
may occur, as evidenced by hyperexcitability of the 
peripheral nerves shown by galvanic stimulation and 
by Chvostek’s and Trousseau’s signs. Its treatment 
consists of the administration of calcium either by 
mouth or intravenously. Calcium lactate is given in 
30-gr. doses, three times a day. In severe cases 
5 c.cm. of a ro per cent solution of calcium chloride 
are given intravenously. The subcutaneous use of 
Collip’s parathyroid extract will control the symp- 
toms of parathyroid deficiency. 

Infection in thyroid wounds should be treated by 
the introduction of rubber dam drains and the ap- 
plication of hot poultices. Infection beneath the 
prethyroid muscles is a serious complication and 
may spread into the mediastinum. The wound 
should be opened widely and drains inserted. 

Adhesions of the scar and skin incisions to the 
underlying muscles may result in an unsightly dis- 
tortion of the natural curves of the wound and may 
be avoided by suturing each plane in a different 
place. Time and firm traction on the skin just below 
the point of adhesion result in the disappearance of 
the unsightly motion of the scar during swallowing. 

Joun H. Gartock, M.D. 


Aperlo, G. and Rossi, F.: Tumors of the Carotid 
Gland (I Tumori della Ghiandola Carotiadea). Clin. 
chir., 1927, iii, 26. 


In view of our scanty and disputed knowledge of 
the anatomy and physiology of the carotid gland, 
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and the great importance of exact knowledge for the 
finer interpretation of the pathology of neoplasms 
of this organ, the authors have presented a compre- 
hensive survey of the known data on the anatomy, 
embryology, and physiology of the carotid gland. 
They also discuss the pathology of this organ, which 
at present is limited to that of neoplasms. A com- 
pilation of the reported cases in the literature is 
followed by a consideration of the etiology, patho- 
genesis, pathological anatomy, symptomatology, 
diagnosis, prognosis, and treatment. 

The pathology of the carotid gland, except in 
some cases of sclerosis and simultaneous endarteritis 
observed by Gomez in syphilitic patients, is prac- 
tically restricted to a consideration of neoplasms, of 
which 114 cases were reported during the period from 
1891 (when the first case was observed by Mar- * 
chand) to 1925, inclusive. Judging from the rela- 
tively small number of known cases, the affection 
must be regarded as rather rare, but it is probable 
that prior to Marchand’s report in 1891, other cases 
also were observed. Because these cases were not 
treated surgically, because reports of microscopical 
examination are lacking, and because of inaccurate 
interpretation of the findings, these cases were 
undoubtedly confused with other affections locat- 
ed in the carotid region. Aside from aneurisms 
and chronic inflammation of the lymph glands, the 
authors emphasize the liability to confusion espe- 
cially with some regional neoplasms, such as bran- 
chiogenic cancers, lymphosarcomata, tumors of the 
vascular sheaths, etc., as well as deep dermoid cysts. 
The fact that the affection cannot be so rare as might 
seem at first glance, is shown by the progressive in- 
crease in the number of neoplasms of the carotid 
gland in recent times as compared to the past, un- 
doubtedly referable to a more widely distributed 
and improved knowledge of these tumors. 

From 1891 to 1900, eleven cases of neoplasm of 
the carotid gland were reported; from 1900 to 1910, 
forty cases were reported; from rort to 1g2t, fifty- 
two cases were reported; and from 1922 to 1925, 
eleven cases were reported. 

Among the 114 collected cases, 8 were found at 
autopsy and 106 were found during life and more or 
less subjected to surgical intervention. 

In this monograph, the authors have compiled 
all of the published data relating to tumors of the 
carotid gland. First, they report in detail the scanty 
clinical histories recorded in the Italian cases, and 
then give a brief summary of the 106 cases reported 
in the literature. The Italian cases are eight in 
number, including the personal observation of one 
of the authors: 

1. Cecca (1906) reported the autopsy findings in 
a man of forty years with primary intercarotid angio- 
sarcoma of Luschka’s gland. 

2. Randisi (1912) reported an operation for angio- 
mixoperithelioma performed on a woman fifty-five 
years of age. 

3. Boni (1912) reported the case of a woman, 
thirty-four years old, who had a tumor of the vas- 
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TABLE I.—AGE OF PATIENT AT ONSET OF TUMOR 


Age Cases Age Cases 

85 


cular type, probably a form of fibrohemangio- 
endothelioma or perhaps perithelioma. 

4. Sapegno (1913) reported the autopsy findings 
in the case of a woman sixty-four years old, with 
tumor at the bifurcation of the common carotid, 
surrounded by a fibrous capsule, pulmonary metas- 
tases, tumor of cervical lymph glands, and glandular 
metastasis of alveolar carcinoma with large round 
cells. 

5. Prepere (1921) reported the case of a woman, 
thirty-two years of age, who was operated upon for 
tumor of the carotid gland (paraganglioma). 

6. Fedeli (1922) reported the case of a man, fifty- 
nine years of age, with a tumor the size of a small 
orange. Operation was performed but the histo- 
logical examination showed no uniform structure. 

7. Maiocchi (1925) reported the case of a sixteen- 
year-old boy who was operated upon for fibro- 
angioma of the carotid body. 

8. Rossi (1926) reported the case of a man, sixty- 
four years old, who had a mixed tumor of the para- 
ginglionic type. The rapid development of the 
growth and the frequent findings of atypical mitoses 
suggested a certain malignancy of the neoplasm, but 
the tumor was completely encapsulated and in the 
capsule itself, no cellular emigration was observed, 
nor could any regional or remote metastasis be dem- 
onstrated. 

In the 114 cases recorded by the authors, the 
age at which the neoplasm made its appearance is 
unknown in 29 cases, leaving 85 cases which grouped 
in decades give the results shown in Table I. 

The ages at which these tumors appeared ranged 
from childhood to adult age. It is noteworthy that 
there is no difference in the incidence in the three 
decades from twenty to fifty years. As shown in 
Table I, carotid gland tumors do not seem to be 
characteristic of a given period of life, as they may 
attack children, adults, or very aged individuals. 
With respect to the sex, barring twelve cases in which 
the necessary data are missing, it may be stated that 
practically no difference is demonstrable, as among 
102 patients in which the sex is given, 50 were males 
and 52 were females. 

Pathological anatomy. The diagnosis of tumors of 
the carotid gland cannot be positively rendered on 
the basis of the macroscopical findings only, as col- 
lected and illustrated by the compilers, but must 
always be confirmed by the microscopic examina- 
tion. As to the histological characteristics of carotid- 
gland tumors, the authors and many other investi- 
gators believe that all of these neoplasms may be 
included in a single anatomicopathological picture, 
for the variegated histological structures which have 
been described are, in their opinion, apparently due 


TABLE II.—DURATION OF EXISTENCE OF TUMOR 


BEFORE OPERATION 
Duration Duration Cases 
3 to 12 mo o yr. or longer........... 3 
18 mo. to 5 yr Not 35 
6 yr. to 10 yr.. oe _— 
to 20 yr 114 


to a different histogenetic nature, being related to 
the more or less marked development of connective 
tissue and blood vessels, and to the variable behavior 
of the constituents of the neoplasm themselves as 
well as their eventual malignant degeneration. All 
investigators are agreed that one of the principal 
characteristics of these neoplasms is the alveolar 
structure. From the capsule, which more or less 
completely surrounds the tumor, numerous fibrous 
strands are given off, sometimes very fine, or again 
of considerable thickness, which mingle and form 
irregular anastomoses within the tumor, producing 
a characteristic alveolar or lobulated structure. The 
capsule usually contains numerous vessels, pre- 
dominantly venous, of relatively large caliber, bun- 
dles of fat tissue, and locally, small perivascular 
collections of lymphatic elements. Aside from the 
described fibrous septa, the special alveolar appear- 
ance is due to the new formation of capillary blood 
or lymph vessels, the abundance of which constitutes 
one of the most important characteristics of these 
neoplasms. 

The classification of carotid neoplasms. A study of 
the various histological findings reported by different 
writers, not excepting the authors’ own case, indi- 
cates that in general it is not a single tissue which 
lends a special appearance to these blastomata, but 
that this is due rather to the neoplastic involvement 
of several tissues derived from the vessels, the con- 
nective tissue, or the cells which form the paren- 
chyma of the normal carotid gland. This readily 
suggests that we are here confronted with mixed 
tumors of a regional type. In the great majority 
of the reported cases, the cellular elements which 
form the greater and pathologico-anatomically more 
important part, are derived from the cells belonging 
to the normal organ. The authors consider the des- 
ignation of ‘‘paraganglioma” or perhaps still bet- 
ter, “feocromocitoma,” as appropriate. No distinct 
division into benign and malignant carotid para- 
ganglioma can be made, for while in some cases such 
a division is easily established, in others it is difficult 
—a point to be emphasized on account of the im- 
portance to the surgeon of their classification. 

Besides tumors which remain stationary for many 
years or undergo an extremely slow and progressive 
increase in size, always preserving a benign behavior, 
other tumors may also be seen which in a very short 
time attain a considerable size and have all of the 
characteristics of malignant neoplasms. Sometimes 
tumors which have remained stationary and have 
been tolerated for a considerable length of time, 
suddenly undergo a genuine malignant degeneration 
as the result of some unknown causes. The malig- 
nancy of carotid-gland tumors, aside from the usual 
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microscopic findings, manifests itself by a recurrence 
on the same or on the opposite side, with infiltration 
either in the arterial walls, in the sympathetic gan- 
glia, or in the lymph glands. A differential diagnosis 
between benign or malignant tumor must not only 
be based upon the clinical data, but this diagnosis 
must always be confirmed by the microscopic exami- 
nation. Some writers regard a more or less con- 
siderable development of connective tissue as an 
indication of the more or less benign character of 
tumors of the carotid gland. The authors seriously 
question such a claim, because in the study of the 
cases compiled by them, tumors with well marked 
features of malignancy were not infrequently ob- 
served in the presence of a considerable development 
of fibrous tissue. . 

The course of tumors of the carotid gland is vari- 
able. Sometimes it is extremely slow and benign; 
sometimes slow and benign for a certain length of 
time, suddenly becoming rapid and malignant; or 
sometimes being rapid and malignant from the 
start. Table II indicates the duration of the exist- 
ence of the tumor at the time when the patient came 
under the surgeon’s observation. 

After a consideration of the statistics, the authors 
concluded that they were justified in classifying the 
tumors of the carotid gland into three clinical groups: 
(1) Benign tumors, of slow—sometimes extremely 
slow—growth existing in some cases for thirty or 
thirty-seven years; and not recurring after operation. 
(2) Primarily benign and secondarily malignant 
tumors with a slow and benign course for a variable 
period of time, which suddenly assume a rapid 
course, with features of malignancy and a tendency 
to metastasis and recurrence after operation. (3) 
Primarily malignant tumors, of a rapid course and 
development, with a tendency to metastasis and 
recurrence after operation. 

Diagnosis. The clinical as well as anatomopatho- 
logical diagnosis of carotid tumors is far from easy, 
and this fact presumably accounts for the rarity of 
the reported cases. The differential diagnosis must 
be made from the following affections: lipoma; fibro- 
ma and fibrolipoma; malignant lymphoma or Hodg- 
kins’ disease; lymphosarcoma; angiosarcoma; bran- 
chial carcinoma; struma in an accessory thyroid; 
aneurism; parotid tumor; lymph-gland metastasis 
of carcinoma; tubercular lymphadenitis; syphilitic 
gumma; branchial cysts and deep dermoid cysts; 
and benign or malignant tumors of the vascular 
sheaths. 

Prognosis. A distinction must be made between 
the prognosis of the disease in cases in which no 
treatment is given, and the prognosis in cases having 
surgical intervention. Although tumors of the caro- 
tid gland for the most part take a benign clinical 
course, without giving rise to disturbances even for 
a considerable number of years (twenty to thirty- 
seven years), other cases have been reported which 
have for a long period of time presented a favorable 
course, but in which a rapid increase in size has been 
known to occur within a short time, with onset of 


subjective symptoms of a certain gravity (pain, 
dysphagia, auditory and ocular disturbances, and 
so forth). Therefore, a guarded prognosis with re- 
spect to life as well as health, should always be 
rendered in cases of carotid neoplasm. 

A few cases with metastases in the vicinity or at 
a distance and with secondary cachexia and death, 
are reported in the literature. Because of the con- 
siderable size which the tumor may assume and also 
because of the absence of signs of malignant degen- 
eration, the resulting disturbances may reach a 
serious degree. 

The statistics show conclusively that a prognosis 
as to life and health after surgical intervention must 
be made very guardedly. In the 114 cases reported 
by the authors, operation was performed 96 times, 
with 59 cures (61.45 per cent), with 23 deaths (23.95° 
per cent) soon after the operation or in the first few 
months following it, and with 8 recurrences (8.33 
per cent) after a more or less brief delay. The out- 
come was unknown in 2 cases, and the operation 
remained incomplete in 4 cases (4.16 per cent). 
While a 61.45 percent record of cures may be regarded 
as excellent in view of the difficulty and gravity of 
the intervention, the 23.95 per cent record of deaths 
(some occurring at the time of operation and others 
only a few hours later) must be taken into considera- 
tion and should prompt a very guarded attitude as 
to prognosis. After operative intervention, many 
disturbances, some of undeniable gravity, often 
persist for some time. While in some cases, these 
disturbances gradually subside and even disap- 
pear, in many other cases, they persist. Hemi- 
plegias, paralysis of the vocal cords, the tongue, or 
palate, miosis, mydriasis—aside from recurrence— 
are known to have become manifest sooner or later 
after intervention. 

It must accordingly be concluded that tumors of 
the carotid gland constitute a very grave disease, 
and that only a very guarded prognosis may be 
made as to life and health of each patient, regard- 
less of whether or not operative treatment is given. 
However, it should be noted that without surgical 
intervention the disease may threaten the life of the 
patient or render his existence practically intolerable. 
The mode of procedure in the presence of a neo- 
plasm of the carotid gland must vary according to 
each individual case. Operative interference is defi- 
nitely indicated in cases in which the neoplasm on 
account of its mobility and its small size, may be 
assumed to have established no very close relations 
with the nervous and vascular structures, so that 
it can be removed with relative facility and without 
the danger of injury to important organs. Patients, 
however, rarely consult the surgeon under such fa- 
vorable conditions. Surgical intervention should be 
omitted in those cases in which the tumor, while 
presenting some benign features, suggests by its 
size, its limited mobility, compression of vessels, etc., 
the presence of inseparable adhesions with the com- 
mon or internal carotid, the vagus nerve, and the 
jugular vein. The external carotid with its branches 
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can be resected without danger of grave disturb- 
ances. Operative intervention is called for, on the 
other hand, in all carotid tumors of known malig- 
nancy, in the presence of grave general symptoms 
(cachexia) or local symptoms, such as severe pains, 
dysphagia, and respiratory disturbances. Removal 
should then be extensive, even at the expense 
of lesions of important organs. In such cases, of 
course, the patient or his relatives must be informed 
as to the gravity of the operation, the possibility of 
death if operative intervention is delayed, the pos- 
sibility of recurrence, and possibility of the appear- 
ance of grave disturbances after surgical treatment. 
Raymonp P. Suttivan, M.D. 


Colledge, L.: Laryngectomy for Cancer of the 
Larynx. J. Laryngol. & Otol., 1928, xliii, 161. 

The author believes that laryngectomy in prop- 
erly selected cases of cancer of the larynx is justified 
by its results. At present there is no satisfactory 
alternative in operable cases. 

In growths of the aryepiglottic folds and epiglot- 
tis pharyngotomy is generally more suitable, while 
laryngectomy is indicated in tumor of the pyriform 
fossa. A portion of the pharynx, usually a complete 
segment, must be sacrificed at the same time. In 
postcricoid carcinoma in women it is not imperative 
to sweep away the front of the neck with the 
larynx. 

After a careful study of statistics, Colledge con- 
cludes that the mortality rate of the operation may 
be as low as 5 per cent. This comparatively low 
mortality rate indicates that in well selected cases 
the risk is now quite small if the operation is carried 
out under suitable circumstances by a surgeon who 
has made a special study of the technique and post- 
operative care. Hajek, however, considers that the 
mortality rate is usually about 30 per cent. 

At the present time, laryngectomy is limited to 
cases of intrinsic cancer too advanced for laryngo- 
fissure or partial excision. In advanced cases of in- 
trinsic cancer the following conditions may be found: 
(1) the disease may extend widely into the subglottic 
region; (2) the disease may have crossed the anterior 
commissure and invaded both vocal cords; (3) one 
or both vocal cords may be fixed and there may be 
extension into the arytenoid region; (4) both vocal 
cords, the ventricular bands, and the subglottic 
region may be attached; or (5) the disease may have 
recurred after laryngofissure. 

Certain factors have a beneficial influence on the 
results of operation. For instance, proper selection 
of the appropriate type of operation is of the utmost 
importance as the general condition of the patient 
may be a contra-indication in a case otherwise suit- 
able for operation. Age in itself is no contra-indica- 
tion. Prolonged dyspnoea appears to exercise a per- 
nicious effect on the general nutrition. Oral and 
tonsillar sepsis should be eliminated before laryn- 
gectomy is attempted. 

In general, preliminary tracheotomy should be 
avoided, but if it is indicated it should be done as 


low as possible and the epiglottis should always be 
removed. ‘The postoperative care is particularly 
important. 

Objections based on the ultimate results of laryn- 
gectomy concern social, physical, and mental dis- 
abilities. Most patients develop a useful pharyngeal 
whisper and, occasionally, a voice of good quality is 
obtained. In less fortunate cases, some form of pho- 
natory apparatus can be employed. Colledge be- 
lieves that the depressing effect on the mental state 
of the patient has been exaggerated. Furthermore, 
there is no direct evidence that these patients are 
especially liable to pulmonary disorders. 

Numerous illustrations of pathological specimens 
are shown and described in the text. 

W. M. Paton, M.D. 


Pallestrini, E.: Results of Costal Cartilage Grafts 
in the Larynx ([xpériences de grefies de cartilage 
costal dans le larynx). Arch. internat. de laryngol, 
1928, XXXiv, 31. 

The author reports the results of his experiments 
with free cartilage grafts from the ribs to the thyroid 
cartilage in the dog. 

The grafted cartilage was cut to the exact size 
of the defect and sutured in place with from two 
to four fine silk sutures passed through the peri- 
chondrium of both the graft and its bed and never 
through the cartilage itself. In every case healing 
took place per primam and the functional results 
were excellent. 

Careful histological studies were made of the 
grafted tissue and the bed into which it was placed. 
ln some instances perichondrium was left on both 
sides of the graft, in others on one side only. 

At the end of one and one-half months the greater 
part of the graft was seen to have survived and was 
held firmly in place by fibrous tissue. Its matrix was 
acidophilic (in contrast to the normal basophilic 
reaction of cartilage), the surface which was not 
covered by perichondrium was covered by a thin 
layer of spongy bone undergoing lacunar resorption, 
and the perichondrial covered surface was some- 
what rarefied but had established normal relations 
with the surrounding tissues. 

After two and one-half months the fusion between 
the thyroid cartilage and the graft was cartilaginous 
in places, the matrix was still acidophilic, the cells 
appeared almost normal, and but few areas of ossi- 
fication were seen. 

At four and one-half months the greater part of 
the graft was still alive, the cells were almost nor- 
mal, a few empty capsules were seen, the matrix was 
slightly basophilic, and there was marked cartilagi- 
nous proliferation from both the perichondrium of 
the graft and of the thyroid cartilage. 

At seven and one-half months the graft was liv- 
ing and normally basophilic and the cells were nor- 
mal. Cartilaginous proliferation was quite marked 
at the edges of the graft and the bed of the graft. 
Union between the graft and the bed was fibrous. 

L. Mason, M.D. 


SURGERY OF THE 


BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 
Sanford, H. N.: Abscess of the Brain in Infants 
under Twelve Months of Age: A Report of 
Two Cases, with Seventeen Collected Cases. 
Am. J. Dis. Child., 1928, xxxv, 256. 

The author reports two cases of brain abscess in 
infants aged three months and one and a half months 
respectively and summarizes the findings in sixteen 
cases of brain abscess in infants under twelve months 
of age which have been reported in the literature. 

He states that the symptoms of brain abscess in 
infants definitely point to the brain in all cases, but 
as they are apt to be bizarre the diagnosis is seldom 
made during life. In only two of the eighteen cases 
reviewed—one of them the author’s—was the diag- 
nosis made before death. In both of these instances 
it was made at operation. 

Operation was attempted also in two other cases, 
but death occurred in all of the cases treated sur- 
gically as well as in all of the others. 

Sanford concludes that brain abscess must be con- 
sidered whenever, in the case of an infant, there are 
bizarre cerebral symptoms accompanied by spinal 
fluid findings consisting of an increase in the number 
of cells and a culture of pyogenic organisms. He 
believes that if the condition is recognized early, 
surgical drainage may lower the mortality. 

Leo M. Daviworr, M.D. 


Frazier, C. H.: Colonic Anzsthesia in Operations 
upon the Brain and Spinal Cord. Ann. Surg., 
1928, Ixxxvii, 161. 


During the past year, Frazier has used colonic 
ether anesthesia in seventeen cases in which a 
major craniotomy or laminectomy was done. The 
results were very satisfactory. The advantages of 
this type of anesthesia are: 

1. Relative safety. ‘There were no toxic effects 
in the author’s cases. 

2. Relative convenience, especially when the 
patient is in the prone position. 

3. The maintenance of an even anesthesia at the 
required level with minimal ether and practically 
no changes in the vital signs or the blood pressure 
throughout difficult operations and those lasting 
three or four hours. 

4. Absence of psychic shock, lessening of the 
danger of pneumonia, and a decrease in postopera- 
tive nausea, vomiting, and pain. 

When it is necessary to supplement colonic ether 
anesthesia, Frazier uses inhalation anesthesia in- 
stead of increasing the amount of anesthetic given 
by rectum. 

His technique differed in a few details from that 
generally used. Castor oil was given on two suc- 
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cessive nights just preceding the operation, and 1 gr. 
of luminal was administered the night before the 
operation. On the morning of the operation, a soap- 
suds enema was followed by colonic irrigation, and 
one hour before the operation 2 dr. of paraldehyde 
and 5 gr. of chloretone with '% oz. each of olive oil 
and ether were introduced into the rectum. Half an 
hour later, morphine and atropine or scopolamine 
were given and the balance of the ether-oil mixture 
was introduced into the rectum. The amount of 
ether used varied from 4 to 8 oz. (roughly, 1 fluid - 
ounce of a 65 per cent solution of ether in olive oil 
for every 20 lb. of body weight). The dosage should 
not exceed 8 oz. Avbert S. Crawrorp, M.D. 


Souttar, H. S.: New Methods of Surgical Access to 
the Brain. Brit. M.J., 1928, i, 295. 


Souttar believes that there is great need of im- 
provement in our present technique of craniotomy. 
He considers the following points: 

1. The turning of flaps. In the turning of flaps, 
the blood supply is the most important factor to be 
considered. There is such free anastomosis of vessels 
in the scalp that a generous flap can be turned in 
almost any direction without endangering its vitality. 
The skull receives its main and almost its entire 
blood supply through the muscles attached to it and 
the mucous membranes lining its cavities, so these 
are the logical places at which to hinge the flaps. ‘The 
scalp pedicle can be placed independently of the 
bone-muscle pedicle, thus at times facilitating a 
wider and yet safe exposure. 

The three primary regions of approach to the 
brain are the temporal, occipital, and frontal re- 
gions. The scalp incision should be at least 1% in. 
outside of the edges of the bone flap, and the pedicle 
should be far enough forward to include the super- 
ficial temporal vessels. A pedicle clamp is advocated 
for the scalp. In the occipital region the scalp flap 
can be easily turned down to the superior curved 
line; below this the bone can be hinged on the nuchal 
muscles. In the frontal region a large bilateral scalp 
flap can easily be turned forward and its frontal 
blood supply preserved. This permits any sized 
bone flap to be turned and hinged laterally on the 
temporal muscles. 

2. Control of hamorrhage. Hwmorrhage control is 
a matter of first importance and yet is often over- 
looked. Cranial operations usually result in a con- 
siderable loss of blood, which should be obviated 
if possible. Means to this end are blocking the 
scalp with novocaine and adrenalin before operation, 
a pedicle clamp for the scalp temporally, metal skin 
clips, and carefully placed scalp incisions. 

3. The cutting of the bone flaps. In the methods 
used at present, drill holes are made and then con- 
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nected by means of forceps, Gigli or electric saws, 
or an electrically driven cutting burr. Souttar has 
devised a “craniotome” based on certain well- 
known mechanical principles. This instrument con- 
sists of a stud which is anchored in a centrally placed 
drill hole and supports a long lever. On this lever 
rides a movable carriage which in turn holds a cut- 
ting chisel. The latter can be advanced by means of 
a screw to maintain any desired depth. By describ- 
ing an almost complete circle with this tool a flap 
can be cut rapidly, easily, and accurately in from 
two to three minutes. It can also be tilted so as to 
cut on the bevel. A set of levers is necessary to hold 
the head steady against the rotating force of the 
craniotome. A flap 6 in. in diameter can be turned, 
if desired. 

Souttar has also devised a new form of surgical 
motor which has its working arm counterpoised so 
that it is much more delicate to handle. It is equipped 
to drill holes and then cut between them with a 
circular saw. 

Exposure of the suboccipital area is accomplished 
by means of a semicircular occipital flap, hinged on 
the superior curved line and the occipital bone, cut 
with chisels to the foramen magnum. It is thus 
hinged entirely on the nuchal muscles, and a wide 
exposure of the suboccipital and bilateral occipital 
areas is obtained. This exposure permits mobiliza- 
tion of the tentorium, tapping of the ventricles, and 
exploration either above or below the tentorium. 
Hemorrhage from the emissary vein at the torcular 
herophili, if it occurs, calls for prompt control with 
pressure and a muscle pledget. 

S. CrAwrorp, M.D. 


Bailey, P., Sosman, M. C., and Van Dessel, A.: 
Roentgen Therapy of Glioma of the Brain. 
Am. J. Roentgenol., 1928, xix, 203. 


The authors have carefully studied sixty-two 
cases of glioma of the brain. In choosing the cases 
for their study, the authors emphasized the follow- 
ing criteria: 

1. Only those cases having sufficient material 
available for accurate histological classification were 
considered. As the tissue was removed at operation 
in nearly all of the cases, this precaution gave exact 
knowledge as to the location of the tumor, and also 
data concerning its size and vascularity. 

2. Only cases which had been treated for at least 
one year were used (with one exception) in the group 
of rapidly growing tumors. In many cases the end- 
— was known and autopsy findings were avail- 
able. 

3. Only cases which had had four or more treat- 
ments at three-week intervals were considered (with 
three exceptions), most of the treatments having been 
given under the supervision of the authors. Unless 
accurate and satisfactory data concerning these 
treatments were obtained, the cases were not con- 
sidered. 

The article is prefaced by a survey of the general 
situation of roentgen therapy of brain tumors and 


the following reasons are given for prohibiting its 
use before both exploratory operation and decom- 
pression have been performed: One is not certain 
that a brain tumor is present; the localization of the 
lesion may be incorrect; valuable time may be lost 
by treating a lesion which has a good operative prog- 
nosis, but which is very resistant to the roentgen 
rays; and the symptoms may be aggravated and 
death may occur as a result of roentgen treatment. 

As was predicted by Ewing in 1921 it has been 
found that the more embryonic the type of tumor, 
the more vulnerable it becomes to the growth-re- 
tarding influence of the X-ray. The authors studied 
twelve medulloblastomata and concluded that the 
growth of these tumors was markedly impeded by 
X-ray treatment. Fifteen spongioblastomata multi- 
forma were studied and the results showed that there 
was some benefit derived, though not as marked as 
that obtained in the preceding group. Sixteen proto- 
plasmic astrocytomata were studied and it was found 
that roentgen therapy retarded their tendency to 
malignant transformation. Ten fibrillary astrocyto- 
mata seemed unaffected by treatment. A study of 
three astroblastomata left the impression that X-ray 
treatment might prevent their recurrence. A study of 
three oligodendrogliomata led the authors to believe 
that treatments might retard malignant transfor- 
mation. Three ependymomata seemed unaflected by 
treatment. 

The authors conclude that: 

1. Roentgen therapy of intracranial gliomata 
should be undertaken only after an attempt has been 
made to extirpate the tumor when localized, or after 
a decompression has been done in case the tumor 
could not be localized. 

2. Roentgen therapy will not cure any glioma, but 
it exercises a restraining influence upon the growth 
of the most rapidly developing types, notably the 
medulloblastoma and the spongioblastoma multi- 
forme, and possibly also upon the astroblastoma and 
the protoplasmic astrocytoma.. 

3. Itis probably wise to give a series of postopera- 
tive treatments even in cases of benign glioma, with 
the exception of the fibrillary astrocytomata and the 
ependymomata, for some of them, notably the pro- 
toplasmic astrocytoma and possibly the oligoden- 
droglioma and the astroblastoma, have a tendency 
to increase in malignancy after operative interference. 

4. The variable effects of roentgen therapy upon 
the clinical symptoms produced by brain tumors of 
the same histological structure, are probably due to 
the fact that the symptoms are in part or wholly 
caused by interference with the circulation of the 
cerebrospinal fluid, cystic degeneration, and hamor- 
rhage into the tumor, and not to rapidity of growth. 

5. Roentgen therapy in any case of intracranial 
tumor must be given with the utmost caution, for it 
—~ — in headache, vomiting, delirium, and even 

eath. 

The article contains a detailed description of the 
method of administration of roentgen therapy and 
the apparatus used. Eric OLpBeRG, M.D. 


SURGERY OF THE 


Dandy, W. E.: Removal of Right Cerebral Hemi- 
sphere for Certain Tumors with Hemiplegia. 
J. Am. M. Ass., 1928, xc, 823. 


Removal of the right cerebral hemisphere is an 
extremely dangerous operation performed only in 
desperate situations. Undertaken as it is for insur- 
ance against recurrence of glioma in the brain, its 
justification is not absolutely clear in view of the 
fact that two of the author’s five patients showed 
recurrence, one after three and a half years and the 
other after three months following the operation. A 
third patient died of haemorrhage forty-eight hours 
after the operation; the fourth died of pneumonia 
two wevks postoperatively. The one patient living 
at the time the author wrote this article, had been 
operated upon two months before and had only 
recently recovered from a postoperative infection. 

The author gives a report of the physiological 
observations made postoperatively. 

Leo M. Davinorr, M.D. 


Levinson, A.: Unilateral Symptoms in Meningitis. 
J. Am. Ass., 1928, xc, 520. 


Meningitis may be manifested by unilateral symp- 
toms from its inception or after bilateral symptoms 
have already been present. In either case, the one- 
sided manifestations may be intermittent or con- 
stant. The author reports nine illustrative cases. 
In the majority of these, the meningitis was due to 
the tubercle bacillus, but in two it was caused by 
the meningococcus, and in three, to other organisms. 

Autopsy shows that unilateral symptoms may or 
may not be associated with unilateral or localized 
pathological changes. 

In the diagnosis, meningitis with unilateral symp- 
toms may be confused with brain abscess, brain 
tumor, encephalitis, and acute anterior poliomyelitis. 

The treatment depends upon the etiological agent, 
as in ordinary meningitis. Leo M. Davinorr, M.D. 


Jianu, J., and Buzoianu, G.: The Operation of 
Leriche for Traumatic Peripheral Facial 
Paralysis in Comparison to Other Operative 
Procedures (Opération de Leriche dans la paralysie 
faciale périphérique traumatique en rapport avec 
les autres procédés opératoires). Lyon chir., 1928, 
XXV, 10. 


The authors report three cases of peripheral facial 
paralysis of traumatic origin in which operations on 
the cervical sympathetic nerve gave satisfactory 
results. In one case a pericarotic sympathectomy 
was performed, in another the superior and middle 
cervical ganglia of the sympathetic were removed, 
and in the third case the superior cervical ganglion 
and the sympathetic trunk down to the middle 
ganglion were removed. ; 

The various methods for the repair of this type 
of facial paralysis are briefly described. Cutaneous 
plastic operations and the use of subcutaneous silk, 
wire, or fascial strips give fairly good results but 
do not affect the paralysis. The nerve may re- 
generate if the scar in the skin is cut out and if 
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the edges are accurately sutured. If end-to-end 
suture of the facial nerve is possible it is the ideal 
procedure. Release of the facial nerve from ad- 
hesions or compression in the bony part of its 
course may give good results. 

Suture of the peripheral end of the divided facial 
nerve to some other motor nerve (accessory, glosso- 
pharyngeal, or hypoglossal) has often been per- 
formed. ‘The use of some other nerve, however, 
leads to embarrassing associated movements or to 
the loss of some other function. If the nerve is 
divided below the supply to the digastric and the 
stylohyoid muscles the latter may’ be transplanted 
into the corner of the mouth and if their nerve 
supply is affected the masseter or the sternomastoid 
may be used although associated movements may 
result. 

Operations on the cervical sympathetic nerve ~ 
for this condition were first proposed by Leriche in 
1919. Either the sympathetic chain may be at- 
tacked or a pericarotid sympathectomy may be 
performed. Removal of the superior cervical gang- 
lion is the simplest procedure and gives almost as 
good results as removal of the whole sympathetic 
trunk down to the inferior ganglion. Periarterial 
sympathectomy is dangerous and does not give any 
better results than the simpler procedures. 

Following the operation the epiphora immediately 
disappears, voluntary closure of the eye is possible, 
and in some instances there is some voluntary move- 
ment of the facial muscles of expression. The op- 
eration may be associated with a digastric or stylo- 
hyoid myeloplasty to the corner of the mouth. 
The explanation of the results is difficult. The loss 
of tone in Mueller’s muscle leads to some enophthal- 
mos and diminution of the palpebral fissure. Some 
other explanation is necessary to account for the 
return of voluntary movements. Leriche suggested 
that it was due to some action of the ocular recti, 
Nowikoff thought the loss of the sympathetic was 
the factor, Botreau-Roussel thought the facial 
nerves of the two sides anastomosed about the 
corners of the mouth, while Jianu believes that 
suppression of the sympathetic favors supplantation 
of their function by other motor nerves which 
anastomose with the peripheral facial nerve. The: 
motor impulses which start in the facial nucleus 
pass through other nerves to the periphery and 
then to the facial nerve. Bourguignon has shown 
that the facial nerve of one side sends a branch to 
the orbicularis oculi of the opposite side and that 
this functions only if the sympathetic nerve has 
been suppressed. 

Whatever the explanation of the results may be 
the certainty of good results enhances the value of 
the operation. Micuaret L. Mason, M.D. 


Stookey, B.: Differential Section of the Trigeminal 
Root in the Surgical Treatment of Trigeminal 
Neuralgia. Ann. Surg., 1928, |xxxvii, 172. 


The surgical treatment of trigeminal neuralgia 
has undergone an interesting evolution through 
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many years. The technique used today is the result 
of a number of refinements of procedure, the most 
important of which was the section of the sensory 
root of the gasserian ganglion suggested by Spiller 
and first done by Frazier. This took the place of 
older and more hazardous methods of removing the 
ganglion and the temporary methods of cutting the 
roots within or outside of the skull. Frazier later 
showed that the motor root can be spared, and more 
recently he developed the ‘“‘subtotal resection” of 
the sensory root sparing the ophthalmic fibers. 
A still further refinement was the author’s “differ- 
ential section” of the dorsal root. This differs from 
Frazier’s subtotal resection in that the section is 
limited to the fibers of the division affected. The re- 
sult is freedom from pain with minimal anesthesia. 

Alcoholic injection of the nerve trunks is an ex- 
tremely painful procedure, gives only temporary 
relief, and is not without danger of serious com- 
plications. It should therefore be used only in 
special cases in which there is doubt as to the diag- 
nosis or surgery is contra-indicated. The operation 
of cutting the sensory root, as now done under local 
anesthesia, has a mortality rate of less than 1 per 
cent and is so simple that there can be no doubt as to 
its superiority over all other methods of treatment. 

Neuralgia in the ophthalmic division of the tri- 
geminal nerve occurs alone in less than 5 per cent of 
cases. The pain is at times secondary to, or referred 
from, the maxillary division and will consequently 
be relieved by severance of the fibers of the latter. 
A distinction should be made between the two types 
and the ophthalmic division severed only when the 
pain is primary in that division. As a second explora- 
tion can be made as easily as, or more easily than, 
the first one, it is no serious matter if pain develops 
later in one of the unsectioned divisions. 

There is abundant phylogenetic and embryological 
evidence that the trigeminal nerve is made up of two 
entirely separate nerves, the ophthalmic and the 
maxillomandibular. It therefore appears safe to 
treat trigeminal neuralgia, not as a single condition, 
but as two separate entities. 

ALBert S. Crawrorp, M.D. 


MISCELLANEOUS 


McIntosh, J., and Scarff, R. W.: The Histology of 
Some Virus Infections of the Central Nervous 
System. Proc. Roy. Soc. Med., Lond., 1928, xxi, 
705. 

The authors discuss the chief histological appear- 
ances in poliomyelitis, encephalitis lethargica, and 
postvaccinal encephalitis, enumerating the main dif- 
ferential characteristics. These three conditions are 
caused by virus or non-bacterial infections. 

Clinically, acute anterior poliomyelitis has a sud- 
den onset with fever, malaise, and rapidly develop- 
ing flaccid paralysis. Encephalitis lethargica is usu- 
ally subacute in onset and course. Postvaccinal 
encephalitis comes on ten or twelve days after vac- 
cination with headache, vomiting, and paresis and 


often progresses rapidly to delirium, coma, and death. 
Histologically the data are grouped as follows: 

1. The distribution of the lesion. In poliomyelitis 
the lesions are mainly in the gray matter of the cord; 
in lethargica encephalitis, mostly in the basal gan- 
glia, mid-brain, and pons, less so in the medulla and 
much less so in the cord; and in secondary encephali- 
tis, they are widely distributed throughout the whole 
central nervous system affecting both gray and white 
matter. 

2. The character of the inflammatory reaction. In 
all three conditions the lesions are mainly perivas- 
cular but in the first and second, the lesion is chiefly 
a sheath infiltration with a secondary involvement of 
the parenchyma; while in the third it is mainly a 
diffuse parenchymatous or extravascular infiltration, 
often with a radiating arrangement, suggesting a 
granulomatous appearance. 

3. Changes in the nerve structures. Degeneration 
of the ganglion cells of the gray matter of the cord is 
a marked feature of poliomyelitis but is rare in the 
two other conditions. 

4. Vascular changes. Hamorrhages in the gray 
matter and areas of softening in the white matter of 
the cord are common and often considerable in 
poliomyelitis and are rare or only capillary in the 
two other conditions. Hyaline thrombi are frequent- 
ly found in secondary encephalitis with oedema and 
some proliferation of endothelial cells. 

5. Cytology of the cellular infiltration. In poliomye- 
litis the cells are mainly lymphocytes with some 
polymorphonuclear leucocytes and a few endothelial 
cells; in lethargica encephalitis also, the cells are 
mainly lymphocytes but there are many plasma and 
plasmoid cells; and in secondary encephalitis, endo- 
thelial cells predominate with varying other types 
to a lesser degree but plasma cells are rare. 

Experimentally the lesions have been reproduced 
in monkeys, rabbits, and other animals and have 
shown essentially the same characteristics as in man. 

The lesions are illustrated by means of micro- 
photographs. Apert S. Crawrorp, M.D. 


Jensen, F. G.: On the Etiological Importance of 
Birth Injury in Children with Congenital 
Spastic Paraplegia. Acia obst. et gynec. Scand., 


1927, Vi, 392. 


Jenson has made a study of the birth histories of 
152 children with congenital spastic paraplegia 
and summarizes his findings as follows: 

1. Sixty-five per cent of the 152 children were 
firstborn. The last stage of delivery was patholo- 
gical in more than 50 per cent of the cases; and the 
children—chiefly underweight and premature—had 
been born deeply asphyctic, with every symptom of 
traumatic intracranial hemorrhage. 

2. From an etiological point of view, familial dis- 
positions and syphilitic and postnatal infections 
have but little importance as compared with the 
birth trauma and hemorrhage and trauma arising 
during the first months of pregnancy. 


SURGERY OF THE CHEST 


CHEST WALL AND BREAST 


Rupp, F.: Resection of the Chest Wall (Die Brust- 
wandresektion). Deutsche Zischr. f. Chir., 1927, 
ccvi, 246. 


Rupp reports that in the Munich University 
Clinic in the period from 1919 to 1927, twenty-five 
chest-wall resections were done. The chief indication 
for this procedure was the presence of malignant 
tumors. It was only rarely that benign tumors or 
inflammatory diseases came under consideration. 
The following cases were treated: twelve cases of 
carcinomata, originating in masculine and feminine 
breast-tissues, eight sarcomata of various origin and 
structure (sarcoma, chondrosarcoma, lymphosar- 
coma, and fibromyxochondrosarcoma), one case of 
tuberculosis, and one case of roentgen ulcer of the 
chest wall. 

The author reports the observance of a certain 
relationship between the type and the location of 
the tumors. Myelogenic, central sarcomata are 
found almost exclusively in the sternum and clav- 
icles, seldom in the ribs. True sarcoma is found 
almost exclusively in the body of the sternum, while 
chondrosarcoma may be found in the manubrium 
as well as in the sternum. Sarcomata of periosteal 
origin always involve the ribs, as a rule the lower 
part of the chest. Chondrosarcoma is most com- 
mon near the parasternal line of the fifth to the 
tenth ribs. Recurrences are found near the border 
of the breast bone or in the body of the manu- 
brium. 

It is important diagnostically if the patient com- 
plains of an initial symptom of neuralgic pains at a 
time when no abnormal swelling is to be observed. 
An indispensable aid in diagnosis is furnished by 
roentgenograms, as they indicate the extent and size 
of the tumor. Stereoscopic views furnish a plastic 
conception of the existing condition which is im- 
portant in the elaboration of a plan of operation. 
Of greater value than X-ray plates, however, is the 
examination of the patient from numerous angles in 
front of the fluoroscopic screen. The determination 
of the operability of the case and of the necessary 
extent of the operation is of utmost importance. 
The diagnosis of malignant tumor of the chest wall 
by no means indicates the necessity for a complete 
resection of the whole thickness of the chest wall. 
On the other hand, a case which at first seems to 
require only a simple incision may later be found 
to require an extensive operation. The authors 
stress the importance of seeking for a primary tumor 
elsewhere, and of determining whether or not the 
tumor has metastasized. The question as to how 
extensive an operation for carcinomatous recur- 
rences in the chest wall should be is settled by the 


extent of the tumor and by the physical condition of 
the patient. Rupp reports that in ten cases operated 
upon for recurrent carcinoma, only two are still free 
from recurrence after two years. Of the inflamma- 
tory processes, only a few demand chest-wall resec- 
tion. Benign tumors require resection only when 
pressure on a nerve causes pain or when wedging of 
the tumor mass in between the ribs causes dangerous 
interference with the function of respiration. 

The technique of operation is as follows: Ether nar- 
cosis with positive air pressure (air-compression | 
apparatus of Tiegel-Henle) is employed. After the 
character and extent of the tumor have been deter- 
mined, attention should be given to the careful 
preservation of the skin over the mass. The tumor 
is included in a curved incision extending half-way 
around it, and the base of the flap that is thus formed 
is placed so that its blood-supply is guaranteed. The 
line of skin suture must lie several centimeters away 
from the edge of the expected pleural defect. 

If the skin covering the tumor cannot be pre- 
served, it is removed en masse with the tumor and 
a skin-flap to cover the pleural defect is obtained 
from neighboring regions. In such cases, the open- 
ing in the pleura is covered with a single large flap. 
The opening into the pleural cavity is accomplished 
gradually. Simultaneous opening of both pleural 
cavities is not dangerous if the positive pressure 
apparatus is functioning normally. If there are ad- 
hesions between the tumor mass and the diaphragm 
or the pericardial sac, resection of these areas is 
imperative. The uninvolved breast of the opposite 
side in women is especially adapted to these skin- 
plastic procedures. Huge pedicled flaps also may 
be obtained from the skin of the back or the abdo- 
men. Asa last resort, if the defect cannot be covered 
with skin, a lobe of the lung may be sewed into the 
defect. Sauerbruch avoids the grafting of free trans- 
plants. Finally, the phrenic nerve may be cut or 
crushed and the paralyzed diaphragm pushed into 
the defect and fastened there. 

Rupp reports the following results: 

Twenty-two patients were subjected to twenty- 
five resections of the chest wall. None of the patients 
died during or immediately following the operation. 
The earliest death occurred three days after opera- 
tion (pleural phlegmon); one patient died of acute 
cardiac asthenia on the fourth day following opera- 
tion; one died on the tenth day of peritonitis; and 
one died on the thirteenth day of embolus. Eight- 
een of the twenty-two patients were up and about 
and in satisfactory condition at the time of this 
report: fourteen had left the hospital. Follow-up 
examination showed that only seven of the patients 
who left the hospital were in good health. 

Frey (Z). 
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Brisset: Influence of Lymphangitis of the Hand 
and the Upper Extremity on the Precipitation 
of Recurrences of Cancer of the Breast. An 
Observation of an Extensive Cutaneous Re- 
currence Following Homolateral Grippal Pleu- 
ropneumonia (Influence des lymphangites de la 
main et du membre supérieur sur la précipitation 
des récidives du cancer du sein (2 cas). Une ob- 
servation de récidive large en surface aprés pleuro- 
pneumonie grippale homolatérale.) Bull. et mém. 
Soc. nat. de chir., 1928, liv, 19. 

Brisset reports a case in which, four years after 
a perfectly satisfactory operation for carcinoma 
of the breast, the patient developed on the same 
side a panaris with lymphangitis. A large mass of 
glands in the axilla suppurated and were incised. 
Three months later the patient returned because of 
an extensive recurrence of the carcinoma invoiving 
the entire half of the corresponding side of the 
chest. 

A second patient developed a recurrence after 
two years of complete quiescence following an 
infected scratch at the margin of the thumb nail, 
with ascending lymphangitis. 

In another patient a carcinomatous breast was 
removed and later two recurrent nodules were 
successfully treated with radium. Eight months 
later the patient developed pleuropneumonia. 
Although there was no evidence of recurrence at the 
time of the acute illness a very extensive involve- 
ment of the chest wall appeared within a month. 

The author is of the opinion that the acute in- 
fections in these cases played a réle in determining 
the appearance of the carcinomatous recurrences. 

M. ZIMMERMAN, M.D. 


Dahl-Iversen, E.: Later Examination of 109 Patients 
after Radical Operation for Cancer of the Breast 
with Special Reference to the Relation between 
the Microscopic Findings and the Frequency 
of Recurrence (Ixamen ultérieur de 10g malades 
ayant subi l’opération radicale du cancer du sein, 
concernant essentiellement le rapport entre la 
découverte microscopique et la fréquence de la 
récidive). Lyon chir., 1927, xxiv, 648. 

A brief report is given of the microscopic findings 
and the results of later examination of 109 patients 
who had been operated upon for cancer of the 
breast. After three years of observation, 33 per 
cent of the patients were well. 

The author states that the following factors are 
decisive in the prognosis: (1) The size of the 
tumor. The mortality for small tumors up to the 
size of a plum is 17 per cent, that for larger tumors 
up to the size of an egg is 87 per cent. (2) The kind 
of cancer. The mortality rates are as follows: 100 


per cent for medullary carcinoma, 68 per cent for 
simple carcinoma, 67 per cent for adenomatous 
carcinoma, and 57 per cent for scirrhous carcinoma. 
(3) The microscopic condition of the axillary glands. 
The mortality in cases of microscopic metastasis in 
the axillary glands is 80 per cent. If the microscopic 
examination shows that the axillary glands are 


free of cancer, the mortality is only 41 per cent. 
Microscopic metastases in the axillary glands were 
found in 65 per cent of the cases. The supraclavicu- 
lar glands were invaded microscopically in about 
27 per cent of the cases. 

As freedom of the axillary glands does not prove 
that the supraclavicular glands are not involved 
the author recommends removal of the supraclavi- 
cular glands in all cases. 

Aubrey G. Morcan, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Ochsner, A., and Nesbit, W.: Bronchography: 
The Introduction of Iodized Oil into the 
Tracheobronchial Tree by the ‘‘Passive’’ 
Method. Am. J. M. Sc., 1928, clxxv, 175. 


Of the various methods employed to introduce 
contrast substances (iodized oil) into the tracheo- 
bronchial tree for diagnostic purposes, the authors 
prefer the ‘‘passive”’ technique because of its sim- 
plicity and its wide applicability. To abolish the 
swallowing reflex, the anterior tonsillar pillars are 
anesthetized with 10 per cent cocaine. The an- 
wsthesia is only temporary, lasting from one to two 
minutes. It is determined by the immobility of the 
larynx on attempted deglutition. With the patient 
in an erect position and behind the fluoroscopic 
screen, 10 c.cm. of warm iodized oil is introduced 
into the mouth. The patient’s head is then tipped 
back and the oil aspirated into the trachea. 

This procedure has been carried out in over 700 
cases without any untoward reaction. The intra- 
bronchial introduction of iodized oil is of distinct 
benefit not only diagnostically but also thera- 
peutically. Three illustrative cases are reported. 
In the authors’ opinion, fluoroscopic observation of 
the mode of filling of the bronchi is of far greater 
importance in diagnosis than the interpretation of 
the X-ray plate. 


Coryllos, P. N., and Birnbaum, G. L.: Obstructive 
Massive Atelectasis of the Lung. Arch. Surg., 
1928, xvi, 501. 

The authors report the results obtained in their 
experimental work conducted for the purpose of 
establishing the etiology of obstructive massive 
atelectasis of the lung. Fifty-six dogs were used in 
these experiments. 

After making a careful study of the clinical symp- 
toms, the physiological phenomena, the roentgen- 
ray observations on serial pictures, and the patho- 
logical and bacteriological condition of the animals, 
the authors were convinced that there is but one 
cause in the production of obstructive massive 
atelectasis of the lung, and that is the more or less 
temporary, but complete, occlusion of a bronchus 
by a plug of mucus acting as a foreign body and 
completely intercepting the penetration of air into 
the portion of the lung depending on the occluded 
bronchus. Complete obstruction is an indispensable 
factor for the production of this syndrome. The 
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authors’ conclusion was based not only upon their 
own experimental work, but on a careful analytical 
survey of the published histories of over one hundred 
cases, including those of Pasteur. 

Since much confusion has arisen from the use of 
the word “collapse” in relation to lung conditions 
the authors have developed the following definition: 

“Obstructive massive atelectasis of the lung is a 
febrile complication which appears within a few days 
after operation, generally on the abdomen, and is 
always due to a more or less temporary but complete 
obstruction of a bronchus, and is followed by the 
more or less complete absorption of vesicular air in 
the corresponding portion of lung, thus giving the 
organ the structure of a ‘fetal lung.’ It is especially 
and often conclusively characterized by the clinical 
symptom of a unilateral pulmonary consolidation 
with displacement of the mediastinum and the heart 
toward the affected side. Its prognosis is generally 
favorable and ends in lysis or crisis. The treatment 
is bronchoscopic aspiration of the obstructing mucus 
as early as possible.” 

The history of this condition was first reported by 
Legendre and Bailly in 1844. Excellent descriptions 
and experimental studies were published long before 
the work of Pasteur in the period from 1890 to 1914. 
The development of the bronchoscope and roentgen 
ray have made it possible to carry on more accurate 
experimental studies. 

In order to produce a complete and air-tight ob- 
struction of a bronchus the authors perfected an 
“occluding balloon”? with which they were able to 
- produce the condition at will, and thus study the 
details of mechanism, evolution, complications, and 
the methods of treatment. They finally developed a 
complete and comprehensive exposition of the mech- 
anism and etiology of atelectasis of the lung. 

In this article various theories concerning massive 
“collapse” of the lung are discussed in detail and 
arguments are given which show that the sine qua 
non for the production of obstructive atelectasis is 
complete obstruction of the bronchus. In attempt- 
ing to clear up the question of the etiology and 
mechanism of this condition, experimental work on 
animals was conducted with the aid of the broncho- 
scope, roentgen ray, and an ingeniously devised ap- 
paratus. An intensive study was made of: 

1. Unilateral and bilateral phrenicotomy, respira- 
tory rhythm and intrapleural pressure, and obstruc- 
tion of bronchi in phrenicotomized animals on the 
same and on the opposite side of the paralyzed 
diaphragm. 

2. Obstruction of a bronchus and atelectasis under 
direct observation, the animal being in a box with 
oscillating negative pressure. 

3. Obstruction of a bronchus with an elastic bal- 
loon and the evolution of the “collapse”? by fluo- 
roscopy and serial roentgenograms. Autopsies were 
performed and sections were made in all of the cases. 

A detailed description of the general technique 
and the observations made regarding each problem 
are presented. The following summary is given: 


1. The determining cause of massive atelectasis 
of the lung (or patchy atelectasis), whether it is 
postoperative, spontaneous or secondary to obstruc- 
tion by a foreign body or to infection, producing 
bronchial exudate of membrane, is always a com- 
plete obstruction of a bronchus (main, secondary, or 
small) or compression of the lung (by effusion, pneu- 
mothorax, etc.) which abolishes the effects of the 
intrapleural negative pressure. 

2. The term ‘‘collapse’’ is confusing because it 
does not always signify “‘airlessness,’’ which is meant 
when the term “atelectasis” is used. The term 
“apneumatosis”’ would be even more adequate than 
“atelectasis.” 

3. The obstruction of a bronchus in postoperative 
cases is due to a plugging by mucus, which may be , 
present at autopsy or which may have been expelled 
before death. It is possible that ‘‘plugging of a 
bronchus”’ may be effected by thin secretion or ex- 
udation occluding the lumen of a bronchus, so that 
the word “plug” probably must not be taken too 
literally. This point is, however, being given further 
study. 

4. Asan aid to the accumulation of mucus, there 
are all the causes or factors which diminish respira- 
tory movements and cough, namely, pain, paralysis 
of the respiratory muscles (intercostal, diaphragm), 
and reflex respiratory inhibition from whatever cause 
(general cachexia, recumbency, or narcotics). 

5. Spastic contraction of the bronchial muscles 
does not produce apneumatosis, but it does produce 
emphysema. 

6. The existence of so-called ‘“angioneurotic 
oedema ”’ of the lung has never been proved clinically 
or experimentally. In the cases of acute anaphy- 
lactic shock in the guinea-pig, emphysema and not 
“collapse” is produced even when oedema occurs 
(Hoover). 

7. Atelectasis may predispose to infection by fixa- 
tion in the parenchyma of the lung of septic emboli 
or microbes present in the circulating blood. This 
suggests the usefulness of the investigation of lobar 
pneumonia in its possible relation to obstructive 
atelectasis. Such an investigation might explain the 
lobar disposition of the disease in relation to the ob- 
struction of the bronchus by the pneumonic sputum 
which is so viscid and tenacious and by the dimin- 
ished force of expectoration. 

8. When simple methods, such as shaking or 
changing the patient’s position are not immediately 
successful, the obstructing agent must be removed by 
bronchoscopy with aspiration or extraction in order 
to hasten recovery and avoid further septic com- 
plications, such as bronchopneumonia, pneumonia, 
or abscess. Artificial pneumothorax, as advocated by 
Elliot and Dingley, may be a palliative but it is not a 
therapeutic measure. 

This article is supplemented by illustrations of 
the apparatus, pneumographic tracings, roentgeno- 
grams, and photomicrographs of the pathological 
condition produced, and by a comprehensive bib- 
liography. J. Eowin Kirkpatrick, M.D. 
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McRae, T.: The Medical Aspect of Suppuration 
of the Lung. Arch. Otolaryngol., 1928, vii, 103. 
Meyer, W.: The Surgical Aspect of Suppuration 
of the Lung. Arch. Otolaryngol., 1928, vii, 107. 
Manges, W. F.: The Roentgenological Aspect of 
Suppuration of the Lung. Arch. Otolaryngol., 
1928, vii, 113. 

Bryan, J. H.: The Laryngological Aspect of Sup- 
2 peggy of the Lung. Arch. Otolaryngol., 1928, 
vii, 

Tucker, CG: The Bronchoscopical Aspect of Sup- 
puration of the Lung. Arch. Otolaryngol., 1928, 
vii, 123. 

McRae says that the etiology of lung abscess is 
often clear, especially in cases of abscess due to a 
foreign body in a bronchus, or abscesses associated 
with bronchial neoplasm, pneumonia, or tubercu- 
losis. In other instances, infarction may be recog- 
nized as the cause. In some cases, however, the 
etiology cannot be definitely established, especially 
following tonsillectomy and other operations on the 
upper air passages. The frequency is not known 
because of lack of association of the two events and 
failure to follow up the cases after operation. 

Factors favoring the occurrence of abscess of the 
lung following operation are: (1) the presence of an 
unrecognized acute infection; (2) pulmonary tuber- 
culosis, an acute lighting up of which may follow 
operation; and (3) mechanical factors such as, the 
aspiration of infective material because of the abol- 
ishment of the cough reflex. McRae therefore ques- 
tions the advisability of sedatives either before or 
after operation. 

Attention is called to the need for-study of the 
réle of spirochetes in lung abscess in order to deter- 
mine whether they are primary or secondary, and 
whether or not the arsenicals are of value in treat- 
ment. 

Early diagnosis is important, and the diagnosis 
before rupture is of especial interest to the internist. 

The prognosis is always serious, although abscesses 
due to foreign bodies usually improve rapidly. Early, 
skilled bronchoscopy greatly improves the prognosis 
but much depends on the location and extent of the 
abscess and the resistance of the patient. 

Before rupture, external drainage should be con- 
sidered. If rupture has occurred, early broncho- 
scopic drainage offers the best chance of cure. Pos- 
tural drainage should be thorough in every case. 
Creosote by mouth or inhalation is sometimes of 
value in chronic cases. Artificial pneumothorax 
should be used only after thorough bronchoscopic 
drainage, as it may completely close the bronchus 
and prevent drainage. 

In bronchiectasis, early bronchoscopic drainage is 
capable of preventing a chronic condition. A local 
process which is diagnosed early, may be prevented 
from developing into bronchiectasis. 

Meyer cites the following causes of suppuration 
of the lung: (1) traumatism including the entrance 
of a foreign substance into the bronchial tree; (2) 
entrance of infecting microbes; (3) chronic specific 
inflammation—tuberculosis and syphilis; (4) ulcerat- 


ing tumors; (5) rarely, abscess following suppurating 
hydatid of ‘the lung, actinomycosis, etc. 

Besides such acute inflammations as pneumonia, 
influenza, and spirillar infection of the lung, aspira- 
tion of a foreign substance is the chief cause of 
suppuration of the lung. Embolism by an infected 
thrombus is also a causative factor. 

The types of suppuration are: (1) typical bron- 
chiectasis with a multilocular diffuse suppuration of 
one or more lobes; (2) bronchiectatic abscess, which 
represents local gangrene resulting from aspiration 
and localized infected embolism; (3) abscess second- 
ary to pneumonia, influenza, spirillosis, etc., and 
infecting traumatism. 

At the Lenox Hill Hospital in New York City 
every diagnostic aid is employed, except in fulminant 
cases, which are given rapid surgical treatment. 
Localization is best performed by the bronchoscopist 
who may also give intrabronchial treatment. In- 
travenous injections of neoarsphenamine reduce the 
foul odor of the sputum. Acute septic inflammation 
with fulminant gangrene, usually due to aspiration 
of stomach contents during general anasthesia, is a 
purely surgical problem. 

Early bronchoscopy is of the utmost importance, 
as early aspiration and intrabronchial treatment 
improve the chances of recovery. It should be done 
in spite of chills, fever, cough, and foul sputum, for 
the removal of the foreign substance is absolutely 
necessary. Postural drainage with forced expecto- 
ration is also of value. Meyer agrees with McRae 
that pneumothorax is to be used only after the failure 
of bronchoscopy. Pneumothorax involves the danger 
of airembolus. Bronchoscopic aspiration has shown 
very good results even in subacute and chronic con- 
ditions. One-third of the cases of early abscess are 
cured spontaneously. Failure to improve with 
bronchoscopy indicates the necessity for surgical in- 
tervention. 

The operative procedures in the typical bronchi- 
ectasis of the honeycomb type are: (1) radical 
lobectomy, usually unilateral and of the lower lobe; 
(2) the cautery-lobectomy, which has a lower mor- 
tality; and (3) ligation of the pulmonary vessels 
with or without extrapleural thoracoplasty. The 
condition of the patient determines the type of 
operative treatment. In cases in which the more 
radical procedures are refused or are contra-indi- 
cated, extrapleural thoracoplasty or bronchostomy 
(lung-lip fistula) may give good results. 

Suppurative foci near the hilum are frequently 
accessible to bronchoscopy. If improvement does 
not result, persistent extrapleural compression by 
the method of Sauerbruch may be sufficient to cause 
healing with or without perforation of pus to the 
surface. In this method a paraffin layer the size of 
the palm of the hand is placed on the exposed costal 
pleura, while muscle and skin are completely sutured 
over the layer. Sauerbruch has reported ten cases 
with ten cures. 

Many of the chronic tuberculous suppurations are 
improved or cured by extrapleural thoracoplasty 
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and evulsion of the phrenic nerve in those cases in 
which artificial pneumothorax is prevented by ad- 
hesions. 

Syphilitic suppuration is most often cured by the 
antispecific regimen, but some form of surgical pro- 
cedure is occasionally required. 

Tumors of the lung with suppuration are best 
diagnosed by bronchoscopy if they are sessile on the 
bronchial wall. In other types, roentgenography is 
usually necessary in making a diagnosis. Early 
diagnosis and early radical treatment are impera- 
tive. 

MANGEs emphasizes the fact that abscess of the 
lungs should not be allowed to become chronic 
before it is diagnosed. Early and repeated roentgen- 
ray studies are an important aid in the diagnosis, 
and localization. A small area of density caused 
by exudate is more easily localized than a larger one, 
and the increase or decrease in size, together with 
the tendency to advance toward the periphery or the 
root, can be observed. 

Early diagnosis may be difficult with a single 
examination and involvement of the root may be 
missed entirely. Density in the central portion and 
periphery may simulate pneumonia. Apical density 
may be considered indicative of active tuberculosis. 
A fairly positive diagnosis is pussible with a series 
of studies, but diagnosis by roentgen-ray alone is 
possible only when the presence of free air and 
exudate in a cavity permit the demonstration of a 
fluid level. The rate of destruction depends on the 
virulence of the infecting organism. ‘Two extreme 
types are described: those which are walled off com- 
pletely, and those in which no defensive barrier de- 
velops. In the latter type there is progressive exten- 
sion with or without cavity formation. Early arti- 
ficial drainage is needed and multiple operations and 
bronchoscopies are required. Another type is the 
metastatic abscess which heals in one place and 
then breaks out in another. Jackson describes a 
less serious form resulting from the aspiration of 
a foreign substance and in which recovery is the 
rule if an early diagnosis is made. This type is 
always associated with a large bronchial branch. 

Abscess following a pneumonic process is usually 
located in an area which has been the site of the 
pneumonic process. Abscess near the lung surface, 
not in contact with a bronchus or pneumonic proc- 
ess, indicates infection through the lymphatics. 
An abscess that is located in the interior and is not 
connected with either pleura or root area, is probably 
caused by infection through the blood stream. 

Localization should be in relation to both the 
chest wall and a bronchus. Pneumonography is 
more valuable than stereoscopic roentgenograms 
alone. The dry bismuth salts or suspensions of 
these salts in oil and iodized oil are the substances 
used in pneumonography. The oil suspensions have 
the advantage of penetrating to the terminal 


bronchi, into cavities communicating with bronchi 
or even into the parenchyma of the lung. No harm- 
ful results have been noted following retention of 
the oil over a period of time. When operation is 
anticipated, roentgenograms should be taken in the 
position in which the patient will lie for operation. 

BryYAN discusses the réle of infected tonsils, teeth, 
and accessory sinuses in the production of suppura- 
tion of the lung. He states that during the war when 
the presence of carriers was recognized, isolation 
of suspects and removal of foci resulted in a 
marked decrease in the incidence of pneumonia and 
its sequel. 

Suppuration also follows influenza with pneu- 
monia, aspiration of a foreign substance, and mixed 
infections with streptococci, pneumococci, and Vin- 
cent’s spirochetes. Following tonsillectomy, sup- 
puration may be due to aspiration or to infected 
infarcts. 

In children, iodized oil is best injected through a 
cannula inserted through the cricothyroid mem- 
brane. In adults, direct injection through the 
bronchoscope gives the best results. 

Bronchoscopic treatment gives brillian' results, 
and in many cases saves the patient from radical 
operation. Air compression of the lung in acute 
conditions has sometimes been successful. Surgical 
intervention is indicated when the patient does not 
respond to other methods. 

TUCKER says that bronchoscopy is an important 
aid in both the diagnosis and treatment of suppura- 
tion of the lung. The condition may be either pri- 
mary or secondary and of obscure etiology, or may 
be co-existent with other conditions. Bronchoscopy 
has been of special aid in the diagnosis of the following 
conditions: (1) suppuration due to foreign body; (2) 
suppur tion secondary to neoplasm; (3) pulmonary 
abscess co-existent with tuberculosis; (4) purulent 
tracheobronchitis, differentiated in many cases into 
spirochetosis, Vincent’s infection, or diphtheria by 
direct inspection and culture; (5) mediastinal sup- 
puration with bronchial fistula; (6) bronchiectasis; 
(7) pulmonary abscess (postpneumonic and _ post- 
operative); and (8) interlobar empyema. 

Abscess due to foreign body is cured by bronchos- 
copy in 98 per cent of the cases. The route of infec- 
tion following tonsillectomy is either by aspiration 
or embolus, and it is often possible to distinguish 
the two types by bronchoscopy. Early broncho- 
scopic drainage produces the best results. Post- 
operative pulmonary abscess is usually an acute 
condition and was formerly treated as a pneumonia. 
Suppuration may follow pneumonia, particularly 


- the influenzal pneumonia of the bronchopneumonic 


type. Both of these types can be treated by bron- 
choscopy. Bronchiectasis frequently follows the 
acute infectious diseases of childhood, in which early 
bronchoscopy gives very satisfactory results. 

E. S, Pratt, M.D. 
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ABDOMINAL WALL AND PERITONEUM 


Lardennois, G.: Chronic Pericolitis (Les péricolites 
chroniques). Presse méd., Par., 1927, Xxxv, 1204. 
The term pericolitis has been used in a somewhat 

confusing manner to include not only chronic in- 
flammation of the peritoneum of the colon—its 
true meaning—but also certain complex develop- 
mental phenomena. In his discussion of chronic- 
pericolitis Lardennois excludes all neoplastic, my- 
cotic, tuberculous, and syphilitic conditions. 

The author says that there are three principle 
etiological factors: trauma, acute infection, and 
chronic infection. ‘Trauma may occur either ac- 
cidentally as an injury or during the course of an 
operation necessitating considerable handling of the 
colon, breaking up of adhesions, etc. It may follow 
simple faultlessly executed procedures, but in such 
cases a colitis may be the determining factor. Acute 
infection may initiate the condition but it is usually 
a matter of recurrent subacute attacks occurring 
after the acute crisis. Even after the original acute 
condition has passed the process tends to persist 
because of the addition of a new factor—colonic 
stasis. Chronic infection and irritation of any of the 
abdominal viscera (stomach, gall bladder, appendix, 
uterus, etc.) may lead to a pericolitis of the adjoining 
or even distant segments of the colon. When the 
disease occurs without any evident etiological fac- 
tor, slight chronic colitis may be the cause. 

Five pathological types may be distinguished: (1) 
a sclerotic type characterized by white plaques over 
the colon, (2) a type with sclerosis of the epiploic 
appendices, (3) a type with numerous bands, (4) an 
adhesive type in which lines of cleavage may or 
may not be found, and (5) a type characterized 
by the production of membranous folds. 

In the ileocwecal region, numerous bands may 
appear as, for example, Lane’s band which draws 
the terminal ileum upward, a subiliac band which 
pulls it downward, or a pre-ileoceecal band _press- 
ing upon and compromising the ileocecal angle. 
Stenosis at the ileocecal junction may be due to 
retraction from below (meso-appendix), from in 
front and medially, or more rarely from behind 
and medially. Membranous pericolitis occurs most 
often about the cecum. The hepatic angle is sub- 
ject to a particular type of doubling or kinking in 
which the beginning of the transverse colon be- 
comes adherent to the upper part of the ascending 
colon. The splenic flexure is distorted by sclerosis 
in the splenocolic or parietocolic ligaments. The 
appendices epiploice may become fibrotic and trans- 
formed into circular strangulating bands. A mem- 
branous colitis may develop at the left flexure or the 
mesocolon and retrocolic tissues may retract and 


draw the flexure into an acute angle. The sigmoid 
is subject to numerous adhesions such as are noted 
during gynecological operations. Peritoneal sheets 
may develop here or the mesosigmoid may retract 
vertically and predispose to volvulus. 

The immediate effect of the disease is the produc- 
tion of an obstruction with dilatation of the bowel 
above it. At first the bowel compensates for the 
obstruction but later the dilatation extends further 
upward affecting not only the colon but the small 
intestine, duodenum, stomach, and incidentally the 
gall bladder. Along with the pericolitis there is 
also the causal factor —appendicitis, cholecystitis, 
salpingitis, or some other condition—adding to the 
symptom complex. 

The clinical picture is quite variable ranging from 
acute obstruction to simple migraine, mild gastro- 
intestinal symptoms, and symptoms of toxemia 
due to stasis. Chronic perityphlitis of appendicu- 
lar origin is given as an example. Following the 
acute attack in childhood, there develops a pericolitis 
and epiploitis leading to intermittent constipation 
which for awhile is compensated for by other parts 
of the gastro-intestinal tract. Gradually the stasis 
reaches up to the duodenum and a duodenal “dys- 
pepsia” develops. The stomach is next affected 
and becomes irritable. Pain, vomiting, pyloric 
spasm, and stasis occur. Ulcer may easily develop. 
Aérophagia is an almost constant symptom. An in- 
flammatory colitis may lead to hemorrhoids. The 
toxic products are carried by the portal vein to 
the liver where the effects are first felt and cho- 
lecystitis and cholelithiasis may result. The pan- 
creas and urinary apparatus are not long immune 
and cardiac pains, arrythmias, or even respiratory 
difficulties may ensue. A neurasthenia following 
all of this may cloud the whole picture. 

During the initial stages the diagnosis is extremely 
difficult and a meticulous analysis of the history, 
complete and thorough physical examination, 
blood studies, and repeated roentgen examinations 
are indispensable. According to the initial condition 
certain rather frequent clinical manifestations are 
present. 

The treatment may be either prophylactic or 
curative. All possible sources of trouble should be 
studied and there should be no delay in removing 
known diseased appendices or gall bladders. The 
necessity for a careful pre-operative preparation, 
avoidance of rough handling, maintenance of a dry 
field, and careful peritonealization are emphasized 
by the author. 

In many cases the stasis is well compensated for 
and medical treatment—including diet, rest, hy- 
drotherapy, vaccines, etc.—will suffice. If medical 
care fails an operation is necessary. The patient 
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should be carefully prepared by several days’ or 
weeks’ rest in bed. The blood should be examined 
and bleeding and coagulation time checked. Warm 
ether and oxygen anesthesia is best. An ample 
incision either above or below the umbilicus in the 
midline is advised so as to permit adequate ex- 
ploration. 

If the adhesions are such that they can be liber- 
ated, great care should be exercised in this procedure 
so that no raw, bleeding surfaces are left. Free 
peritoneal grafts have proved to be of great value 
in covering denuded surfaces. Plication of distended 
bowel or fixation of the bowel may be attempted 
but the value of this step has not been demonstrated. 

Should the adhesions prove to be too firm and 
complex to admit of liberation, anastomosis or 
resection must be accomplished. Of the numerous 
anastomoses recommended only cacosigmoidosto- 
my has proved of permanent value. Resection seems 
to be preferable to anastomosis providing the patient 
has the vitality to withstand the operation. Right 
colectomy removes a vast toxic reservoir and has 
given excellent results. Pelvic colectomy in cases of 
redundant sigmoid with danger of volvulus is also 
a valuable procedure but should be done in several 
stages. Subcecal colectomy preserves the ileocecal 
valve and is done in the presence of a transverse or 
sigmoid colitis. ‘Total colectomy is a heroic measure 
and is to be reserved for the exceptional case only. 

Micuaet L. Mason, M.D. 


Silhol, J.: Chronic Epiploitis (Les epiploites chro- 
niques). Presse méd., Par., 1927, Xxxv, 1206, 1220. 


Silhol discusses briefly the embryology, physiol- 
ogy, and anatomy of the omentum, emphasizing 
particularly the independent drainage of its two 
sheets, its separate lymphatic vessels, and its re- 
lation to other abdominal viscera. Other subjects 
discussed are the possibility of the use of omentum 
for free grafts to cover raw surfaces, the fat con- 
tent of the omentum, its sensibility, motility, power 
of adhesion, and regeneration, and its ability to 
absorb and resorb abdominal fluids. 

Chronic epiploitis may follow some acute ab- 
dominal lesion or it may be chronic from the start. 
The most important etiological factor is inflamma- 
tion, such as that of the gall bladder or appendix. 
In some instances the epiploitis is associated with 
two intra-abdominal lesions, that is, with appendi- 
citis and colitis or with cholecystitis and duodenitis. 
In such cases the omentum may be the means of 
carrying the infection from one organ to the other, 
and in certain instances the omental infection 
may explain the persistent symptoms following 
appendectomy or cholecystectomy. Trauma (usual- 
ly postoperative), tuberculosis, and lues account for 
some cases of omental disease. 

The pathology of a fungus type and a so-called 
exfoliative type is described. In the latter type 
the sheets are thickened and reduplicated. It must 
be remembered that adhesions are not always as- 
sociated with epiploitis and conversely epiploitis is 


not always associated with adhesions. The abdom- 
inal viscera, especially the colon and less frequently 
the stomach and duodenum, are displaced and dis- 
torted. 

The condition is complicated clinically by as- 
sociated lesions of other organs, hence the sympto- 
matology may be due to the original cause of the 
trouble (gall bladder, appendix, tube) or it may 
be due to the mechanical affects of the lesion and 
symptoms caused by the lesion itself. The roentgen 
ray may show displacement or narrowing of the 
bowel or U-shaped adhesions of loops of the bowel. 
Pain may be a prominent symptom. Palpation may 
or may not reveal a tumor. Certain clinical types 
are distinguished. There is the neuralgic type of 
case in which there is a great deal of pain, either . 
acute or chronic, but with the entire absence of 
gastro-intestinal symptoms. The digestive type 
which is characterized by anorexia, delayed diges- 
tion, a vague sense of resistance in the abdomen, 
and entire absence of roentgen ray evidence of 
trouble, is frequently diagnosed as chronic ap- 
pendicitis. The mechanical group of cases is charac- 
terized by constipation and symptoms of gastro- 
intestinal intoxication. Duodenal stasis may be 
present, associated with nausea, vomiting, and gas- 
tric dilatation. Adhesions may lead to a fixed 
tenderness with no other localizing symptom. 

It has been estimated that 30 per cent of failures 
after appendectomy are due to trauma to the 
omentum during operation. The enlarged, thick- 
ened, rolled-up omentum may suggest an abdominal 
tumor. The condition is difficult to diagnose but 
must be borne in mind. Certain complications 
such as torsion or obstruction are well recognized, 
others such as hysteroneurasthenia are not so fre- 
quently diagnosed as symptoms of epiploitis. 

Therapeutically, much can be done in a preventive 
way by careful inspection of the omentum, but 
with as little handling as possible at the beginning’ 
of an operation. 

If the omentum is needed for the covering of a 
raw surface, it is better to use a free graft than to 
draw the omentum down over the surface. If the 
omentum, or even a small portion of it, is found to be 
diseased, resection of the affected area is advisable. 
When once diseased it tends to remain so. Removal 
of the causative factor will not cure the epiploitis 
and, conversely, removal of a diseased omentum 
without treatment of the etiology likewise fails. 

In the extensive discussion which followed the 
presentation of Silhol’s paper a score or more pre- 
sented their views on the subject of chronic epiploitis. 

WILLems (Liége) reported a case of suppurative 
epiploitis following resection of a large portion of the 
omentum during a herniotomy. 

ALESSANDRI (Rome) said that he thinks that 
chronic pericolitis occurs more often following 
subacute infection and chronic stasis but that 
congenital lesions must be excluded. The clinical 
course and the persistence of symptoms suggest the 
diagnosis which is aided by radiograms and fluoros- 
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copy. The coexistence of gall-bladder and duodenal 
lesions also must be kept in mind. Partial resection 
is the treatment of choice and in his hands has 
given better results than the various pexies and 
anastomoses. 

Apert (Liége) reported that after a study of 
ninety-two cases, he has concluded that intestinal 
stasis, particularly that due to abnormal mobility 
of the cxcocolic region, is the cause of most of the 
chronic pericolitis and epiploitis. Secondary causes 
include pericholecystitis, periduodenitis, appendici- 
tis, colic ulcer, etc. When once established a perico- 
litis tends to persist and a vicious circle is formed. 
Correction of right colic stasis is the object of the 
treatment. 

Danis (Brussells) emphasized the importance of 
the ileocecal valve in the etiology and said that it 
is necessary to repair this structure at the time of 
operation. Left colectomy is frequently indicated. 

KryNSKI (Warsaw) said that he prefers conserva- 
tive measures — the freeing of adhesions, the use of 
omental grafts, etc. Anastomoses and _ resections 
are rarely indicated and if colectomy is performed, 
it should be partial. 

OLTRAMARE (Geneva) stated that he does not 
believe there is such a thing as a chronic appendix 
condition and that pericolitis and epiploitis are 
frequently the lesion present and not a diseased 
appendix. 

WALTHER (Paris) said that he believes that there 
is such a thing as a chronic appendicitis but that he 
prefers the use of another name, such as, “‘torpid 
appendicitis.” 

Paucuet (Paris) said that not every case of 

. Stasis is associated with pericolitis nor is every 
pericolitis associated with stasis. In cases of peri- 
colitis with stasis, relief of the pericolitis usually 
cures the stasis. He advised larger incisions in 
abdominal surgery and said that a dilated caecum 
should be plicated and adhesions sectioned when 
found. Careful peritonealization should be done. 
Free omental grafts are successful as long as they 
are no larger than the palm of the hand but larger 
grafts tend to become fibrotic and contract. The 
administration of hypophysin and the practicing of 
abdominal breathing exercises are valuable post- 
operative measures for the prevention of recurrence 
of adhesions. 

Prat (Nice) said that he does not favor plication 
of the bowel since the dilatation is merely sympto- 
matic of an obstruction. Fixation of the colon to the 
anterior or posterior wall is illogical. He frequently 
fixes the transverse colon to the greater curvature 
of the stomach and associates this procedure with 
gastropexy to the round ligament of the liver. 
He favors cwecosigmoidostomy for cecal stasis. 
Prat reported the following: Thirty-three colo- 
pexies of which thirty-one were associated with 
gastropexy with one death due to acute pulmonary 
tuberculosis, nineteen cacosigmoidostomies with 
one recurrence and three deaths not due to the 
operative procedure, and five colectomies followed 


by cure. The results of subtotal colectomy are 
better than those of total colectomy. 

DELANGRE (Tournai) cited four cases of pericoli- 
tis in which a good recovery was made. 

Dupuy DE FRENELLE (Paris) said that in cases of 
chronic appendicitis, he had noted the frequent 
presence of fibrovascular veils covering the appendix 
and was of the opinion that the failure to remove 
these veils often leads to the persistence of pain 
after operation. 

MasmonteIt (Paris) reported two cases of epiploi- 
tis. Tenderness along the omental insertion and a 
mononuclear leucocytosis were of aid in establishing 
the diagnosis. 

Armes (Montpellier) said that he has noted the 
frequent presence of a neuropathic tendency 
— with, or acquired after, the abdominal 
esion. 

LamBeErt (Lille) said that he has noted a familial 
tendency in many cases. Right hemicolectomy is 
the operation of choice in pericolitis and has been 
practiced by him thirty-five times with but one 
death (due to hepatic insufficiencv). 

ImBert and BonnaL (Marseille) suggested that 
tuberculosis is more frequently present than sus- 
pected in cases of pericolitis and epiploitis. 

LaApEyreE (Tours) said that alcoholism may be a 
factor in some cases. 

GuILLAuME-Louts (Tours) emphasized the parti- 
cularly disastrous results that follow gastro-enteros- 
tomy in the pseudogastric type of intestinal stasis. 

REGNAULT (Toulon) reported that he has ob- 
served that local epiploitis is frequently found in 
umbilical and inguinal hernias. He believes that 
the small areas should be resected. 

Hatter (Paris) said that the omentum may be 
inflamed and still not be adherent. Of 163 cases of 
epiploitis which had been subjected to the operation 
of Walther, 139 were cured while in 24 there was 
return of the symptoms following dietary indiscre- 
tions. MIcHAEL L. Mason, M.D. 


Moreno, I. G.: Two Cases of Inguinal Hernia of the 
Bladder (Dos casos de hernia inguinal de la vejiga). 
Semana méd., 1927, xxxiv, 1819. 


The author reports two cases of inguinal hernia 
of the bladder. 

The first patient, was a man, fifty-four years old. 
Two years before admission he began to have pain 
in the right inguinal region which was worse when 
the weather changed, when he exerted himself 
physically, or when he stood for awhile. At that 
time a small tumor appeared. It was hard and some- 
what painful on pressure and could easily be re- 
duced. It suggested an undescended testicle but 
the testicles were in their normal position. About 
a year later the same symptoms developed in the 
left inguinal region. Suprapubic palpation was 
negative and urination was normal. The patient 
had a three-plus Wassermann reaction. 

Operation on the right side revealed a lipoma ad- 
herent to the deep tissues. During the dissecting, the 
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bladder was opened. This was an extraperitoneal, 
direct hernia of the bladder as the epigastric vessels 
were on the outer side of it and the conjoined tendon 
was on the inside. The bladder was sutured and as 
there was no hernial sac the wall was re-inforced 
by uniting the arch formed by the lesser oblique, 
the transverse, and the conjoined tendon to the 
posterior border of the crural arch. A filiform drain 
was used. Operation on the left side showed a 
simple cyst of the spermatic cord. The hernia of the 
bladder was discovered by chance during the oper- 
ation. The pain was much more intense on the 
right side where there was hernia of the bladder 
than on the left where there was only a cyst of the 
cord. 

A hernia of the bladder cannot be diagnosed be- 
fore operation unless it is large enough to give 
functional symptoms such as dysuria or pain or 
physical symptoms such as evacuation in two 
stages, reduction of the tumor on micturition, 
desire to urinate on pressure on the hernia, etc. 
Ninety-three per cent of cystoceles are first diag- 
nosed during operation. 

The conditions which cause hernia of the bladder 
are dilatation of the bladder with atony of its walls, 
weakness of the abdominal wall, and effort. Other 
accessory causes are prevesical lipoma and heredity. 
The first three conditions are present in hypertrophy 
of the prostate. 

The second patient reported by the author was 
a child, two years of age, who had a right inguinal 
hernia of the bladder with a complete peritoneal 
sac which at the time of operation contained the 
omentum. The hernia was reduced after the bladder 
was freed of adhesions and the orifice closed. 

There were no symptoms in this case that in- 
dicated the presence of a hernia of the bladder. A 
diagnosis of congenital hernia was made but no 
diagnosis of the contents was reported. 

Vesical hernias in children less than two years 
of age are extremely rare. The author has found 
only four cases reported in the literature. Vesical 
hernia is always congenital. There is no prevesical 
lipoma. Auprey G. Morcan, M.D. 


GASTRO-INTESTINAL TRACT 


Nicolaysen, J.: Chronic Gastritis Regarded from a 
Surgical Standpoint. Acta chirurg. Scand., 1928, 
xiii, 87. 

Nicolaysen reports that in 7 out of 107 gastrecto- 
mies for duodenal or gastric ulcer, no ulcer was 
revealed by the operation. In these 7 cases, the 


symptoms had been caused by the presence of. 


chronic follicular gastritis with multiple hamor- 
rhagic erosions. 

The author gives a detailed description of these 
7 cases and reviews the literature on the subject of 
chronic gastritis. 

In conclusion Nicolaysen says that excision of the 
affected (pyloric) part of the stomach has been 
shown to give good results. 


Stinson, J. W.: Colloid Carcinoma of the Stomach. 
Surg., Gynec. & Obst., 1928, xlvi, 180. 

Colloid changes were found in about 5 per cent 
of gastric carcinomata studied by the author. The 
percentage of patients living three and five years 
after operation for colloid carcinoma is the same 
as the percentage surviving that long after operation 
for the non-colloid types of carcinoma. The in- 
cidence of late recurrence is greater in the colloid 
variety. If the lymph nodes are involved, the post- 
operative life expectancy is usually decreased. 
Colloid on the serosa appears to increase the chances 
of postoperative longevity. 

There is little tendency toward fibrous tissue en- 
capsulation in colloid carcinoma. 

The postoperative mortality rate is about the 
same in cases of colloid carcinoma as in those of the 
non-colloid types of carcinoma. Postoperative life 
expectancy is less in the cases of young patients. 

Coiloid changes may be noted in the earliest 
stages of the carcinomatous process. 

The only sure way of making a definite diagnosis 
is by means of an exploratory operation and micro- 
scopic examination. 

Resection of the growth is usually followed by a 
long period of freedom from symptoms. 


Nordentoft, J.: A Case of Perforating Ulcer of the 
Stomach in a Boy of Thirteen Years, and a Case 
of Stenosis of the Pylorus in a Girl of the Same 
Age (Un cas d’ulcére perforant de l’estomac chez un 
garcon de treize ans, et un cas de stenose du pylore 
chez une filette du méme age). Acta chirurg. Scand., 
1927, Ixii, 426. 

As an addition to the cases of abdominal and duo- 
denal ulcers in children already reported by Swedish 
and Norwegian writers, the author describes two 
cases. 

1. A case of perforated gastric ulcer in a boy 
thirteen years old. Laparotomy was performed, fol- 
lowed by excision of the indurated area and suture 
of the wound. Healing resulted. 

2. A case of pyloric stenosis in a girl of the same 
age. 


Berg, B. N., and Jobling, J. W.: Experimental 
Chronic Duodenal Obstruction; Changes in 
the Blood and Other Pathological Changes. 
Arch. Surg., 1928, xvi, 593. 


Although it is well known that hypertrophy of 
the intestine occurs above a chronic obstruction, no 
experimental studies concerning the part played by 
the different layers of the intestine in this reaction 
have been reported. Herczel made some measure- 
ments in his investigations, but did not approach 
the problem from this point of view and the dura- 
tion of the stenosis in his experiments was too short 
to warrant conclusions. In experiments made by 
the authors on dogs it was found that in the process 
of hypertrophy the quantitative increase of the 
inner circular layer of the duodenum was much 
greater than that of the outer longitudinal layer. 
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The muscularis mucose did not take part. In the 
mucosa, hyperplasia occurred, but no morpholog- 
ical changes were found. 

As dogs are subject to acquired chronic nephro- 
pathies, the renal lesions found in the animals with 
chronic duodenal stenosis could not be considered 
significant. The changes were principally inter- 
stitial and may have been due to intercurrent infec- 
tions or parasites. No evidence of a specific type of 
lesion was discovered in either the tubules or the 
glomeruli. However, in a series of control animals 
pathological changes in the kidneys were far less 
frequent than in the experimental group of dogs. 

Although conditions in the duodenum were made 
most favorable for the multiplication of bacteria 
and the elaboration of toxins, no systemic effects 
were produced. Whether the absence of such effects 
was due to the ability of the liver to neutralize the 
toxic substances remains to be determined. The 
role of the mucosa in this defense mechanism was 
probably slight since in two dogs in which the oppor- 
tunitics for absorption were excellent because of 
extensive destruction the end-results did not differ 
from those in dogs with an intact mucosa. 

The authors summarize their results as follows: 

Dogs with chronic duodenal stenosis lived for 
long periods practically symptom free. There was a 
compensatory hypertrophy of the intestinal mus- 
culature above the obstruction, the inner circular 
layer contributing to the hypertrophy to a greater 
extent than the outer longitudinal layer. There was 
also hyperplasia of the mucosa. Although prolonged 
stasis and an increase in the bacterial content 
occurred in the duodenum, no significant changes 
were observed in other organs. 

Joun J. Matoney, M.D. 


Deaver, J. B.: Chronic Ulcer of the Duodenum and 
Stomach. Surg., Gynec. & Obst., 1928, xlvi, 161. 


Deaver feels that the medical treatment of chronic 
ulcer is permissible only before the diagnosis of ulcer 
is definitely established, and is of the opinion that 
the X-ray is not infallible in making this diagnosis. 

The surgical treatment of ulcer depends upon its 
type and location. For the small ulcer on the ante- 
rior wall of the duodenum, Deaver usually performs 
a posterior gastro-enterostomy with or without a 
Balfour cautery excision of the ulcer. A bleeding 
duodenal ulcer is cauterized if accessible and a poste- 
rior gastro-enterostomy performed. 

If the ulcer is not accessible for excision or cauter- 
ization, the duodenum below the ulcer, together with 
the pyloric portion of the stomach, should be ampu- 
tated. If examination reveals a second ulcer a sub- 
total gastrectomy is performed. 

Ulcers on the posterior wall of the duodenum are 
more difficult to recognize. The presence of an exu- 
date in the lesser omentum close to the duodenum 
and detection of a crater justify the opening of the 
duodenum for inspection. For ulcers of the inner 
pancreatic wall of the second portion of the duode- 
num a posterior gastro-enterostomy is done. If the 


ulcer is bleeding, the duodenum should be opened 
and the ulcer cauterized, no attempt being made to 
remove it. 

Deaver advises subtotal gastrectomy for gastric 
ulcer, with very few exceptions. He feels that this 
operation is a greater safeguard against the occur- 
rence of carcinoma than a sleeve resection. The 
Billroth I resection is preferred. 

LAWRENCE Jacques, M.D. 


Schlanger, P.: Roentgen Diagnosis of Coexistence 
of Ulcer of the Stomach and Duodenum 
(Gleera del estémago y dlcera del duodeno. Diag- 
nostico radiolégico de su existencia simultdnea). 
Semana méd., 1927, XXxiv, 1573. 


Schlanger says that it is impossible to make a 
diagnosis of ulcer of the stomach and of the duo- 
denum existing at the same time as the symptoms of 
the two conditions are superimposed. The only 
way in which a definite diagnosis can be made is by 
roentgen examination. 

The author describes four cases in which there 
were serious lesions of the duodenum with dilatation 
of the stomach and gastritis. There was also con- 
siderable interference at the pylorus. Stomach 
peristalsis was increased and motility was decreased. 
The stomach ulcers were not so large as those of 
the duodenum and they had apparently developed 
secondarily as a result of the poor drainage of the 
pylorus caused by the ulcer of the duodenum. In 
three of these cases the diagnosis was confirmed by 
operation. Reproductions of the roentgen pictures 
are included. 

For an absolute diagnosis of ulcer, the author 
says that it is necessary to demonstrate Haudek’s 
niche. When there is intense gastritis, many small 
irregularities in the lesser curvature may mark the 
sites of many small ulcers. 

Auprey G. Morcan, M.D. 


Ayerza, L., Espinola, R., and Squirru, C. M.: 
Spontaneous Pneumoperitoneum from Fissure 
in an Ulcer of the Duodenum (Neumoperitoneo 
espontaneo, por fisuracién de una dlcera del duodeno). 
Semana méd., 1927, Xxxiv, 1057. 


The authors report the case of a man, fifty-one 
years old, who had the typical symptoms of ulcer 
of the duodenum. Four years before admission 
to the hospital he had had a copious hamatemesis 
and shortly before admission he had another 
hemorrhage provoked by an irrigation of the 
stomach. After that his condition had grown worse. 
In addition to his usual symptoms he noticed 
enormous distention of the abdomen. 

Examination showed that the abdomen was tym- 
panitic and without ascites. The liver dullness had 
entirely disappeared. There were no signs of oc- 
clusion of the intestine. There was pain on pressure 
over the gall bladder and duodenum and slight 
rigidity of the muscles in that region. Screen 
examination showed an enormous pneumoperito- 
neum which had not been suspected clinically. 
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When the peritoneum was opened a large amount 
of odorless gas was discharged. There was also a 
subperitoneal emphysema of the omentum, mesen- 
tery, and small and large intestines giving the 
impression of bunches of grapes all along the visceral 
peritoneum surrounding these organs. These vesicles, 
which were full of air, broke under tension as the 
parenchyma of the lung does in emphysema. A 
posterior gastro-enterostomy was performed and 
the patient recovered. 

This case demonstrates that perforation of a 
duodenal ulcer may be one factor in the production 
of pneumopecritoneum. ‘The authors believe that 
it is rather remarkable that the peritoneum toler- 
ated the gas for so long a time without becoming 
infected. Auprey G. Morean, M.D. 


Hellstrém, J.: Primary Cancer in the Jejunum and 
Ileum. Acta chirurg. Scand., 1927, \xii, 465. 


The author has collected from the literature the 
reports of seventy cases of primary cancer in the 
jejunum and ileum subjected to operation and has 
added the reports of three cases of his own. 

In one of the cases observed by Hellstrém, there 
was a condition of marked intestinal obstruction. 
The tumor was located in the upper part of the 
jejunum and was removed by resection. In the 
mesentery there were numerous hard and enlarged 
glands which were not cancerous. On re-examina- 
tion two years later the patient was found to be free 
from symptoms. 

In the second case, hamorrhage with marked 
anemia was the most prominent symptom. ‘The 
tumor, situated in the ileum near Bauhin’s valve, 
was removed by primary resection, but the patient 
died from uremia and peritonitis. 

In the third case, there had been no intestinal 
symptoms. The patient was operated upon for 
femoral hernia, and a few days later re-laparotomy 
was performed for complete intestinal obstruction. 
The cause was found to be strangulation due to 
the firm adherence of the ileum to the mesosigmoid, 
which was the seat of an abscess cavity. Enteros- 
tomy was done, but the patient died immediately 
after the operation. In the intestinal loop which 
was cut open were found three different ulcerations 
pervading the whole of the intestinal wall. Histo- 
logical examination showed them to be of a cancerous 
nature. 

The author reports that only 16 per cent of the 
sixty cases operated upon have been radically cured. 
The unfavorable prognosis is generally due to the 
fact that the diagnosis is made so late that meta- 
stases or severe complications, such as ileus, have 


had time to develop. Roentgen examination is of - 


great importance in the diagnosis. If possible, 
primary resection should be carried out. Enlarged 
and hard mesenteric glands are not necessarily can- 
cerous and must not prevent an otherwise feasible 
resection. In some cases it may be difficult to dif- 
ferentiate between primary and secondary cancer 
in the small intestine. 


Schildt, E.: Five Cases of Myoma of the Gastro- 
Intestinal Tract (luenf Faelle von Myom im 
Magen-Darm-kanale). Acta chirurg. Scand., 1928, 
Ixiii, 77. 

The author reports five cases of gastro-intes- 
tinal myoma. Heretofore, similar tumors have often 
been discovered at dissection without any previous 
clinical symptomatology, but recent statistics show 
that such cases are rarer today because of the 
prompt recognition and treatment of gastro-intesti- 
nal disorders. ‘The symptoms are usually brought 
= by such complications as haemorrhage and 
ileus. 

The diagnosis of internal myoma (benign tumor), 
localized in the ventricle or the duodenum, is pos- 
sible by means of X-ray examination, which if care- 
fully conducted even in cases of persisting intestinal 
hemorrhage, will not greatly inconvenience the pa- 
tient. 

In most cases, operative therapy is the only 
rational method of treatment which will save the 
patient’s life. 


Pauchet, V., and Mornard, P.: Volvulus of an Iliac 
Dolichocolon (Volvulus d’un dolichocolon iliaque). 
Bull. et mém. Soc. d. chirurgiens de Par., 1928, xx, 53. 


The authors report a case of intermittent in- 
testinal obstruction since the age of two years in 
a seventeen-year-old girl with evidences of chronic 
intestinal infection. 

The patient was admitted to the clinic while she 
was suffering from an attack of complete obstruction 
of two days’ duration. A diagnosis of iliac volvulus 
was made and an operation was performed at once. 

The sigmoid was found to be enormously dilated 
and twisted at its base by a quarter turn. ‘There 
was in addition a well developed Lane membrane 
between the base of the mesocolon and the abdomi- 
nal wall and a retractile mesenteritis which approxi- 
mated the beginning and the end of the iliac colon. 
The membrane was divided, the colon mobilized, 
and the twisted, dilated dolichocolon was resected. 
Temporary colostomy was done and was later 
closed at a second operation. The patient made a 
complete recovery. 

Three special conditions must be present before 
torsion of the sigmoid will occur: (1) a dolichocolon 
lengthening the intestinal segment and making 
twisting more possible, (2) a Lane membrane 
fixing the two ends of the elongated loop, and (3) a 
certain degree of retractile mesenteritis approximat- 
ing the two ends of the segment of colon close to the 
volvulus. 

Resection is the only logical treatment for 
volvulus of an iliac dolichocolon. Simple untwisting 
is inadequate since it is difficult to fix so long a loop 
so as to prevent recurrence. Furthermore, leaving 
the dolichocolon behind in no way relieves the 
toxic and infectious svmptoms. ‘The operation 


should always be done in two stages as in the case 
which the authors have reported. 
Leo M. ZIMMERMAN, M.D. 
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Badile, P. L.: The Anatomical Condition of the 
Intestine in Closed Experimental Exclusion 
(Sul contegno anatomico dell’ intestino nella esclu- 
sione sperimentale chiusa). Arch. ital. di chir., 1927, 


Experimental closed intestinal exclusion involves 
interrupting the continuity of the intestine, isolating 
a segment with its attached mesentery, and re- 
establishing the permeability of the canal by anas- 
tomosis of the central and peripheral ends. ‘The 
excluded segment is closed at both ends and left in 
the abdominal cavity, care being taken that its 
vascular and nerve supply is not seriously disturbed. 
The author gives protocols of several series of experi- 
ments, in some of which varying lengths of intestine 
were excluded by simple ligation without incision 
of the ends while in others the loop was excised and 
the ends were closed, the excluded loop being irri- 
gated with various solutions. Photographs of the 
anatomical specimens and photomicrographs of the 
histological findings are given. 

Badile found that the high mortality in the first 
few days after the operation is chiefly due to the 
anaérobic bacteria, particularly gas-producing forms 
which normally live in a saprophytic condition in 
the intestine. The bacteria suddenly become viru- 
lent as a result of the transformation of the open 
canal into a closed one and necrosis of the walls and 
septic peritonitis soon occur. 

The mucous secretion of the intestine does not 
have any bactericidal power as shown by the lux- 
uriant development of colonies of bacteria in cultures 
made from the contents of the excluded loop in ani- 
mals that died within a month of the operation and 
others killed after varying periods. The secretion 
of the mucous membrane of the excluded loop was 
not toxic as shown by those animals that lived with- 
out any disturbance of nutrition until the sudden 
development of peritonitis from perforation or that 
lived until they were killed, at which time they 
showed a mucous membrane that was hypertrophied 
and functioning perfectly. The changes in the walls 
of the excluded loop varied, depending upon the 
degree of virulence of the bacterial flora contained 
in the loop. 

These experiments confirm the theory of the great 
toxicity of products of intestinal fermentation when 
there is stagnation of faces in a diverticulum; and 
show that the toxicity is serious enough to cause 
cachexia and death of the animal from simple ab- 
sorption. Another important point which is de- 
monstrated is that the metabolism of the bacteria 
which produce the toxic substances is furthered by 
the presence of intestinal contents. In the first series 
in which the excluded loop was transformed into a 
cul-de-sac in communication with the intestine there 
was some intoxication, while in the second series 
the loop was closed and irrigated and the animals 
showed no apparent change in condition. The ex- 
cluded loop never perforated into another loop, for 
before the barrier formed by the fused walls of the 
two loops broke down the fibrous connective tissue 


gave way elsewhere and acute peritonitis developed. 
The experiments demonstrate the almost absolute 
identity of the symptoms in spontaneous acute in- 
testinal occlusion and those in experimental closed 
occlusion, and as the latter show that death is due 
to the toxicity of the intestinal bacteria and not 
that of the mucous secretion, it seems evident that 
the intoxication in acute intestinal occlusion must 
be due to the same cause. 
Auprey G. Morcan, M.D. 


LIVER, GALL BLADDER, PANCREAS 
AND SPLEEN 


Langenskiéld, F.: Idiopathic Liver Abscess and 
Air Embolism by Way of the Liver (Ueber 
iodiopathische Leberabszesse und Luftembolie 
durch die Leber). Acta chirurg. Scand., 1927, \xii, 
399. 


The author reports three of his own cases of idio- 
pathic liver abscess. 

The first case was that of a married woman, aged 
58 years, who had a liver abscess the size of a cherry, 
the contents of which gave a pure culture of strep- 
tococci, and which was opened in a one-stage ab- 
dominal operation. After primary healing the wound 
re-opened and a great number of small cholesterin 
stones were discharged. No stones were found in 
the gall bladder and there was no evidence of cholan- 
gitis. Scraping of the wound was followed by heal- 
ing. The concretions were not considered as the 
cause of the abscess but as secondary formations. 

The second case was that of a man, aged 57 years. 
After a posterior test puncture, an abscess contain- 
ing streptococci was opened by the transpleural 
route. When the wound in the liver was subse- 
quently enlarged with a Paquelin cautery, air emboli 
were formed and gave rise to a hemiplegia. After a 
temporary improvement, death took place cight 
days later. At the autopsy, two more abscesses 
were discovered in the liver and two septic infarcts 
in the left lung. 

In the third case, that of a young man, aged 26 
years, an abscess, containing offensive pus, was 
opened in two stages. Healing took place after 
irrigation with Dakin’s solution. 

Reports of eighteen cases collected from the liter- 
ature, are also considered by the author. From the 
point of view of etiology, pus-forming cocci and 
intestinal bacteria are considered, and as possible 
routes of infection are the portal vein and the hepatic 
artery. Clinically the idiopathic liver abscesses gen- 
erally have the character of a ‘‘second”’ disease. The 
“first” disease often runs a course as an acute in- 
fectious disease without local symptoms. The diag- 
nosis has always been based upon symptoms directly 
proceeding from the liver. The author says that 
functional tests should be made more frequently. In 
most cases, test puncture has been carried out, from 
behind as well as from the front, without causing 
any untoward effects. The author, nevertheless, 
recommends extensive exposure of the liver as the 
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only routine method by which multiple foci can be 
detected. Separation of the liver substances should 
be done bluntly. He considers that the Paquelin 
cautery is practically useless and that diathermy is 
of slight value. As a preventive against air emboli 
the author recommends respiration against pressure 
above, while the liver substance is being divided. 


Counseller, V. S.: Certain Effects of Obstruction 
of the Bile Ducts. Ann. Surg., 1928, Ixxxvii, 210. 


The biliary trees of twenty-six livers were ex- 
amined by the celloidin-injection and corrosion 
method. In ten normal livers, the internal diameter 
of the common hepatic ducts did not exceed 5 mm. 
and the diameter of the succeeding branches dimin- 
ished to 0.05 mm. in the fifth order. Of eight livers 
in which the gall bladders contained unsuspected 
stones, general enlargement of the ducts was found 
in seven, the diameter of the dilated common 
hepatic ducts being between 6.5 and 11.5 mm. The 
dilatation was slightly greater when the injury to 
the gall bladder was more severe. In the case in 
which there was no dilatation, the gall bladder con- 
tained three small stones but was otherwise ap- 
parently normal. In three cases in which chole- 
cystectomy had been performed, eight, nine, and ten 
days previous to death, dilatation of the biliary ducts 
occurred, but was least in a case in which there was 
an internal fistula between the gall bladder and 
colon. In five cases in which there were benign or 
malignant strictures of the common duct, the 
amount of dilatation was great, the diameter of the 
common hepatic duct varying from 10 to 30 mm. 
The process extended throughout the whole biliary 
tree, grossly as far as the fifth order of branches. 

Portal diversion occurred following marked dila- 
tation of the bile ducts and was associated with 
atrophy of the hepatic parenchyma in the areas 
supplied by the obstructed portal branches. This 
process was accompanied by compensatory hyper- 
trophy in other regions. Dilatation of the bile 
ducts was greater in the regions of marked paren- 
chymal atrophy since the supporting tissue tended 
to prevent over-distention of the ducts. 

The parietal sacculi and vasa aberrantia were 
studied in this series of cases. In normal biliary 
trees, the parietal sacculi were seen as small sac- 
culations appearing in two rows on opposite sides 
of the ducts and decreasing in size as the ducts 
diminished in caliber. They were not found to be 
increased in size or number in cases in which the 
gall bladder was diseased or had been removed. 
In cases of choledocholithiasis and benign malignant 
stricture, they were absent. 


The vasa aberrantia were seen extending beyond . 


the wall of the duct and anastomosing with each 
other frequently. They often projected from the 
parietal sacculi as well as from the wall of the duct 
itself, appearing as curling threadlike structures. 
They were more prominent between the right and 
left hepatic ducts, but were present along all ducts. 
These structures, like the parietal sacculi, were un- 


changed in size and number following extensive 
disease of the gall bladder and cholecystectomy. In 
cases of choledocholithiasis and benign and malig- 
nant strictures, they were tremendously enlarged 
and sacculated, the changes corresponding in degree 
to the amount of dilatation of the duct. 

The parietal sacculi appeared to be absorbed by 
the wall of the dilating duct while the vasa aber- 
rantia were enlarged as a result of the increase in the 
intraductal pressure, proportionate to the amount 
of dilatation of the ducts themselves. 


Hansen, S.: The Significance of Cholesterin in the 
Formation of Gall Stones Shown by Experimen- 
tal Studies (Die Bedeutung des _ Cholesterins 
fuer die Bildung von Gallensteinen durch experimen- 
telle Untersuchungen beleuchtet). Acta chirurg.Scand., 
1927, Ixii, 483. 

Hansen reports that by far the greatest number 
of gall stones in man consist mainly of cholesterin 
which may be assumed to take part in their carly 
formation, as stones which may be considered the 
youngest are almost entirely made up of cholesterin. 

The causation of gall-stone formation should be 
sought in an abnormal composition of the bile and 
not in any local conditions of the bile ducts. 

Experiments in vitro and in vivo have shown that 
cholesterin is precipitated from the bile and that 
infection plays no part in the process. 

By increasing the quantity of cholesterin in the 
blood of rabbits, largely by feeding them on choles- 
terin, the cholesterin content in the bile is also in- 
creased, and in such animals, cholesterin is precipi- 
tated in the gall bladder partly as isolated crystals 
and partly as crystals clumped together in a way 
which is never found in normal animals. 

By narrowing the cystic duct or the gall bladder 
in hypercholesterinated rabbits, such cholesterin 
concretions are almost constantly formed, while the 
same operation in normal animals may cause the 
precipitation of pigment but not of cholesterin. In 
none of these experiments were typical mixed gall 
stones obtained. 

In patients suffering from gall stones, there was 
found a hypercholesterinamia which may be reason-_ - 
ably attributed to some impairment in the function 
of the endocrine glands (suprarenals and ovaries). 

Hansen concludes his article by stating that in 
trying to find one of the main causes of gall-stone 
formation the cholesterin diathesis must obviously 
be considered. However, other conditions may pos- 
sibly contribute also, as for example an impaired 
pigment production or an anomalous hydrogen con- 
centration. 


Mairano, M.: Changes in the Bile Tract after 
Cholecystectomy (Le modificazioni delle vie 
biliari dopo la colecistectomia). Arch. ital. di 
chir., 1928, xx, 468. 


The author has performed experiments on dogs 
which showed that cholecystectomy is perfectly 
tolerated by these animals. 


al 
sli 
a 
ht 
es 
“ts 
26 
yas 
ter 
Ler- 
the 
and 
ible 
atic 
gen- 
The 
in- 
jiag- 
ectly 
that 
y. In 
from 
using 


30 INTERNATIONAL ABSTRACT OF SURGERY 


For the first few days after the cholecystectomy 
there was complete incontinence of Oddi’s sphincter. 
After that the sphincter became completely con- 
tinent in the majority of cases but only partially 
so in some. 

After cholecystectomy with total removal of 
the cystic duct there was always dilatation of the 
common duct and the degree of dilatation was not 
directly related to the time that had passed since 
the cholecystectomy. The bases of the hepatic 
ducts were involved to a less degree in the dilatation 
and the extrahepatic part of the ducts was articularly 
involved. The intrahepatic ducts did not seem to be 
particularly affected by the operation. When the 
cystic duct was spared it dilated to a greater degree 
than the other extrahepatic ducts, taking on the 
form of an ampulla resembling that of the gall 
bladder, but being much smaller. The histological 
structure of the stump of the cystic duct did not 
change after cholecystectomy. 

The results show that from the point of view of 
function, absence of the gall bladder in the dog 
does not cause any important change in the function 
of the bile tract. The lack of equilibrium which 
cholecystectomy causes in the mechanism of the 
flow of bile into the intestine is only temporary and 
Oddi’s sphincter soon regains its tonus and _ re- 
establishes function which may be total or partial 
but which always seems to be sufficient. 

From the anatomical viewpoint, removal of the 
gall bladder is always partially compensated for by 
the dilatation of the extrahepatic bile ducts, partic- 
ularly the stump of the cystic duct. This compen- 
sation is considered partial because the capacity 
of the bile ducts always remains less than the capacity 
of the normal gall bladder. 

Mairano thinks that there is no true regeneration 
of the gall bladder, such as is claimed by some authors, 
because the new bladder formed by the dilatation 
of the cystic duct never reaches anything like the 
size of the normal gall bladder. It keeps its normal 
histological structure and never assumes that of 
the gall bladder. Auprey G. Morcan, M.D. 


Seeger, S. J.: Pancreatic Lithiasis. Radiology, 1928, 
x, 120. 

Pancreatic lithiasis is comparatively rare. Only 
103 cases have been recorded. Seeger reviews the 
literature on the condition, reports a case success- 
fully operated upon, and cites the various theories 
as to the causation of the disease. He believes that 
the stone formation is dependent upon an alteration 
of the pancreatic secretion due to infection or pan- 
creatitis accompanied by stasis. He discusses the 
physical and chemical characteristics and the loca- 
tion of the stones and describes the complications, 
symptoms, and laboratory findings associated with 
the disease. The diagnosis is difficult; in only two 
cases was it made before operation. Roentgen ex- 
amination may be of some aid, but seldom gives 
conclusive information. The operative procedures 
indicated for removal of the stones are described. 


Twenty-six previously reported cases in which the 
calculi were removed at operation are tabulated with 
regard to the symptoms, pathological findings, and 
end-results. Hartunc, M.D. 


Fiessinger, N., and Brodin, P.: The Medical In- 
dications and the Comparative Therapeutic 
Value of Splenectomy (Indications médicales et 
valeur thérapeutique comparée de la splénectomie. 
Presse méd., Par., 1927, XXxv, 1297. 


The authors confine their discussion to three 
conditions: hamolytic icterus, Banti’s disease, and 
chronic hemolytic purpura. 

Hxmolytic icterus is characterized by jaundice, 
urobilinuria, splenomegaly, haemolysis with anaemia, 
and the absence of primary hepatic involvement or 
compensatory changes in the bone marrow. There 
is an increased fragility of the red cells and an in- 
crease in the number of granular blood cells. The 
stool is not clay colored. ‘The authors emphasize 
the necessity of ruling out all infectious (spirochaete, 
anaérobe), toxic (alcohol, chloroform, tetrachlore- 
thane), and hemolytic processes. Splenectomy in 
congenital cases in children was first proposed by 
Vaquez and Geroux (1907). It is indicated only if 
there is progressive anemia, frequent and painful 
hepatic crises, and a tender spleen. In the adult it 
should be practiced only in the presence of a severe 
anemia which does not react to medical treatment. 
The clinical results of the operation are remark- 
able. The icterus disappears in from seven to ten 
days, the urobilinuria disappears and the general 
condition improves rapidly. The anemia disappears 
so far as the actual number of red cells is concerned, 
but the haemoglobin returns to normal very slowly. 
As the granular cells disappear the anisocytosis, 
poikilocytosis, and polychromatophylia abate. The 
fragility of the red cells improves slowly but does 
not always return to normal. The results of splenec- 
tomy appear to be permanent. 

Banti’s disease progresses through three stages: 
(1) The stage with splenomegaly and anemia. In 
this stage the enlarged spleen may be the only 
symptom but is soon followed by an anemia, de- 
creased hemoglobin content of the red cells, and a 
leucopenia with a predominance of lymphocytes. 
Gastro-intestinal haemorrhage may occur at this 
time. (2) A period of digestive trouble with diar- 
rhoea, meteorism, anorexia, nausea, and _ urobili- 
nuria. The liver now increases in size and a pseudo- 
addisonian pigmentation may appear. (3). The 
stage of cirrhosis and ascites which comes on 
slowly over a period of years and leads to hepatic 
insufficiency and death. Splenectomy is the treat- 
ment of choice, regardless of the particular stage. 
Following operation there is rapid improvement in 
the general condition, the patient regains weight 
and strength, the anemia improves, the digestive 
symptoms disappear, the hematemesis and melena 
cease, and the hepatic insufficiency recedes. 

In chronic haemolytic purpura or Werlhofi’s 
disease, which occurs mainly in young people and 
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especially in females, there appear suddenly without 
prodromal symptoms, numerous petechie on the 
lower extremities and body followed by bleeding 
from the mucous membranes. The general condition 
remains good for some time. The disease is character- 
ized by a series of attacks occurring over a num- 
ber of years. As a rule the spleen is enlarged 
and pathognomonic blood changes are present. The 
characteristic findings are as follows: a drop in 
the blood-platelet count from a normal 250,000 or 
300,000 tO 20,000 or 50,000 or even less, a dimin- 
ished retractility of the clot, a normal coagulation 
time, an increase in the bleeding time, and ana- 
mia with a leucopenia. 

Splenectomy for chronic hemolytic purpura was 
first practiced by Kaznelson in 1916 and has been 
reported many times since then. The results are 
striking. The bleeding stops almost at once, the 
cutaneous lesions disappear, and the bleeding time 
returns to normal in a few days or even hours. The 
platelet count rises to normal and remains there 
for about two weeks. Then it may fall even below 
the original count, never to come back permanently 
to normal. Although the red cells increase and there 
is an increase in the hemoglobin content, the anz- 
mia and leucopenia tend to remain. 

Micuaet L. Mason, M.D. 


Nanta, A.: Splenectomy in Anzmic Conditions: 
Parasitic and Infectious Anemia (La splénec- 
tomie dans les processus anémiques: anémies parasi- 
taires et infectieuses). Presse méd., Par., 1927, 
XXXv, 1298. 


The author limits his discussion to the indications 
and value of splenectomy in certain parasitic and 
infectious processes exclusive of hydatid cyst, 
ankylostomiasis, and ameebic infections. 

He says that certain well known conditions as- 
sociated with anaemia, such as, malaria, tuberculosis 
of the spleen, syphilis of the spleen, kala azar in 
infants, and leishmaniasis in adults are not favorably 
affected by splenectomy. The failure of medical 
and physical treatment led at one time to a trial of 
splenectomy but the results did not justify the 
procedure. 

Modern therapeutics have considerably restricted 
the indications. Because of the fact that malaria 
reacts better to medical measures, removal of 
the spleen should be restricted to certain com- 
plications, such as, rupture of the spleen, splenic 
abscess, perisplenitis, ptosis with or without torsion 
and necrosis, hemorrhagic cyst, and infarct. In 
tuberculosis, splenectomy is indicated only if 
anemia is present. In syphilis the specific treat- 
ment is best, although a pernicious anamia of 
luetic origin or anemia with splenomegaly may 
require removal of the organ. The author is of the 
opinion that kala azar in the infant is best treated 
by antimony despite the favorable reports for 
Operative treatment. 

At times, certain other types of splenomegaly 
furnish indications for removal of the spleen. 


Mycotic splenomegaly is characterized by a syn- 
drome resembling Banti’s disease and results in 
severe cachexia in the course of a few years. Splenic 
puncture reveals the presence of granulomatous 
and myeloid cells and no malarial or leishmaniasis 
pigment. The condition is characterized by specific 
chamois or tobacco colored nodules adherent to the 
vessels which contain the aspergillus nidulans. 
The mortality rate following splenectomy in 33 
per cent, but this rate can be reduced to 15 per 
cent by means of a judicious selection of cases. 

Bacterial splenomegaly is a febrile condition 
associated with some other focus of infection (gall 
bladder, heart, genito-urinary tract, bronchi, etc.) 
and is manifested by a more or less rapid enlarge- 
ment of the spleen and anemia with polymorphonu- 
clear leucocytosis. The patient has a subicteric tint. 
The réle the bacteria play in the condition is not 
exactly known. Splenectomy has a mortality of 
28 per cent and should not be attempted unless the 
liver is healthy and no other focus of infection can 
be reached. 

Egyptian splenomegaly is caused by the schis- 
tosumum mansoni and is characterized by a large 
spleen, hepatic cirrhosis, a moderate anemia, 
lowered hemoglobin content of the red cells, and 
leucopenia (at times a leucocytosis). 

The favorable effect of splenectomy may be due 
to several factors. The spleen is congested and 
hence red cells remain there for long periods and 
are subject to hemolytic influences. A focus of 
hemolytic infection, the inhibitory action of the 
spleen on the bone marrow, as well as the source of | 
toxins which poison the liver, are all removed by 
means of splenectomy. 

In deciding which cases should be operated upon, 
two factors must be considered: the infectious factor 
and the splenic factor. Splenectomy is of no value 
in malaria, lues, kala azar, or septic splenomegalies 
but it is of value in primary tuberculosis of the 
spleen, mycosis of the spleen, and in non-septic 
bacterial infections of that organ providing no 
extrasplenic foci of infection are present. Other 
infectious or parasitic splenomegalies must be con- 
sidered carefully before splenectomy is performed. 

The anemia itself is not a definite criterion 
while an anamia with a blood count below 1,000,000 
and with a hemoglobin content below 20 per cent 
is a contra-indication to operation. Patients with a 
leucopenia and a plastic type of anaemia withstand 
the operation better than those with leucocytosis 
and a myeloid type of anemia. 

Micuart L. Mason, M.D. 


’ Fischer, A. W.: Pathology and Surgery of Gaucher’s 


Disease. Indications and Prospects for Success 

for Splenectomy (Zur Pathologie und Chirurgie 

der Gaucherschen Krankheit. Indikation und Erfolg- 

saussichten der Splenektomie. Beitr. 2. klin. Chir., 
1927, cxli, 290. 

Pick’s monographic description of Gaucher’s 

disease includes a report of thirty-nine cases, thir- 
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teen of which contain a familial history. The diag- 
nosis of Gaucher’s disease is usually made only at 
autopsy. In the living the diagnosis is based on the 
enlargement of the spleen and the liver, a sallow- 
brownish complexion, hemorrhage from the gums, 
lungs, gastro-intestinal canal, and uterus, and on 
bone symptoms (rheumatic pains, sensitiveness to 
percussion, and spontaneous fractures). 

The disease begins, as a rule, in early childhood. 
In twenty-eight of the forty-eight cases cited by 
Cushing-Stoot, it began in the first decade of life. 
Females are attacked by the disease more often 
than males (Pick, 56 per cent; Cushing-Stoot, 67 
per cent). The blood picture usually shows a 
moderate decrease in hemoglobin and a diminished 
number of blood platelets. The diagnosis is then 
confirmed by puncture of the spleen and bone 
marrow and demonstration of the typical Gaucher 
cells in the punctate. Histological changes are 
found exclusively in the spleen, liver, internal lymph 
nodes, and bone marrow. The markedly enlarged 
spleen, which according to Pick attains an average 
weight of 2,700 gm. in the adult patient, is tough 
and dense. Its cut surface shows numerous grayish 
specks and streaks and, at times, larger fibrous knots 
and cavernoma-like structures. Microscopically, 
the field is found to be literally covered with the 
usually multinuclear Gaucher cells, isolated or in 
round or long nests. These cells are best stained by 
the methods of Mallory, Bielschowsky, and Turn- 
bull. They contain a substance which Lieb and 
Epstein have termed a cerebrosid or cerasin. The 
significance of this substance is as yet unknown. As 
a rule, in the moderately enlarged liver the Gaucher 
cells are found in the meshes of Glisson’s capsule 
and in the wall or even in the lumen of the branches 
of the portal vein. The amount of involvement of 
the bones varies greatly with each case. Often, 
only microscopic examination will reveal the pres- 
ence of bundles of elongated spindle-shaped Gau- 
cher cells in the bone marrow. 

There is also an osseous form of Gaucher’s 
disease in which the extensively destroyed osseous 
substance is diffusely shot through with closely 
set, grayish, yellowish, and brownish-red, and often 
freshly haemorrhagic foci. 

The author gives a report of two cases of his own: 

Case 1 was that of a woman forty-eight years old. 
When she was twenty-five years old, the left ovary 
had been removed because of tumor formation and 
uterine bleeding. At that time an enlargement of 
the spleen and of the liver was detected. Ten years 
later a right-sided ovariectomy was performed. Nine 
years before she was seen by Fischer she had had 
stubborn gingival bleeding and two years before 
she had had pulmonary hemorrhage. Examination 
revealed shortness of breath and marked distention 
of the abdomen. The liver extended for three 
fingerbreadths beneath the costal margin, the spleen 
reached almost to the midline. On the basis of the 
blood findings of Naegeli-Zuerich, the presence of 
a thrombotic megalosplenia was assumed and an 


operation was performed by Schmieden. At first the 
results were satisfactory but four weeks later 
dyspnoea and repeated lung infarction appeared 
suddenly. One week later, death resulted from in- 
flammation of the lungs. 

Case 2 was that of a woman forty-two years of 
age. As a child she had always been weakly. En- 
largement of the spleen and liver was first noticed 
when she was twenty-six years old and X-ray treat- 
ment of the enlargement was successful. Four 
years ago there occurred a renewed, marked enlarge- 
ment of the spleen which no longer responded to 
the roentgen-ray treatment, and a diagnosis of 
pseudo-Banti’s disease was made. For years she had 
suffered from nasal and cutaneous hemorrhages. 
Once a serious hemorrhage occurred following 
extraction of a tooth. On the basis of the blood 
findings, the diminished number of blood-platelets, 
and the height of the urobilin figures in the stool 
and urine, the presence of thrombocytolytic sple- 
nomegaly was assumed. ‘The patient was operated 
upon by Schmieden, following a preparatory blood 
transfusion by the Percy method. The large spleen, 
showing very few adhesions with the intestine, was 
extirpated. Six months later the liver findings 
were still unaltered but the haemorrhages had 
ceased. At that time the patient was feeling better, 
but since then her condition has become worse. 

On the basis of the examination of the two extir- 
pated spleens, the author assumes that the Gaucher 
cells of the spleen originate from the reticular 
histocytes and not from the endothelium of the 
sinuses. Further, the findings of the author con- 
firm Pick’s theory that the adventitious cells of the 
arteries are the fore-runners of the Gaucher cell. 

In the treatment of Gaucher’s disease, all con- 
servative measures have failed. The author at- 
tempted, on the basis of the study of the cases 
tabulated by Pick, Cushing-Stoot, and others, to 
gain some insight as to the value of operative treat- 
ment (splenectomy). He found that in forty-one 
cases, eight or 19.5 per cent of the patients died 
immediately following operation, eleven were not 
considered because of insufficient periods of ob- 
servation, eleven of the patients who were operated 
upon were well for periods of from one to thirteen 
years, while in twelve instances the results from 
operation were unsatisfactory. Of the last number, 
nine patients—mostly children—later exhibited 
bone disturbances, thus indicating that metabolic 
disturbance, which was at the basis of the condition, 
had not as yet burned itself out and that ceresin, 
in these cases, would be deposited in the cells of 
the bone marrow in greater amounts than ever. 

Because of the disappearance of hamorrhage, the 
improvement of the general condition, and the 
removal of mechanical disturbances and the ap- 
parently toxic effect of the large spleen as a result 
of splenectomy, this operative treatment is ap- 
proved by the author. Symptoms of severe bone 
involvement are the only contra-indications to this 
type of treatment. Kemer (Z). 
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Zimmermann, R., and Nahmmacher, H.: Is There 
Any Local or General Injury to Be Feared as 
the Result of Hysterosalpingography Using 
Iodipin as the Contrast Medium? (Ist bei der 
Hysterosalpingographie eine lokale oder allgemeine 
Schaedigung durch das Jodipin als Kontrastmittel zu 
befuerchten?) Fortschr. a. d. Geb. d. Roentgenstrahlen, 
1927, XXXVi, 572. 

The utility of hysterosalpingography in the roent- 
senological study of the female genital canal and in 
the testing of the permeability of the tubes is today 
generally recognized. The question, however, has 
been repeatedly raised as to the possibility of the 
occurrence of temporary mechanical disturbances of 
tubal function or even injury to the tubal mucosa as 
a result of the injection of iodipin as the contrast 
medium. 

The authors have investigated this problem and 
report that in permeable tubes, secured by operation 
twenty-four hours after the injection, the oil (iodi- 
pin) was no longer detectable and the mucosa of the 
tube was found to be histologically intact. In cases 
of closure of the tube, remnants of the contrast 
medium were found to remain for some time in the 
ampulla-like widening of the lumen of the tube in 
front of the point of obstruction. 

The effect of iodipin on the peritoneum was stud- 
ied by means of animal experimentation. While 
Dyroff, in similar experiments, observed extensive 
deposits of oil, fibrinous exudates, and injury to 
abdominal organs, Zimmermann and Nahmmacher 
found no evidence of any influence on the general 
condition of the animal or of any inflammatory re- 
action on the part of the peritoneum after injections 
of much smaller amounts of iodipin in the abdominal 
cavity. 

The authors found that after hysterosalpingog- 
raphy, in the presence of permeable tubes, much 
less than 1 c.cm. of the 3 or 4c.cm. of iodipin, which 
had been injected under minimal pressure into the 
cavity of the uterus, was found to have reached as 
far as the abdominal cavity. In the authors’ tech- 
nique, the iodipin, exuding from the ampulla in drop- 
form, is rubbed up to an emulsion with the normal 
fluid content of the peritoneal cavity and spread 
over extensive surfaces. If this procedure is followed, 
local deposits rarely form and in this way any 


danger of local injury to the peritoneal endothelium - 


is practically abolished. 

In more than 150 clinical cases studied by the 
authors, no toxic injuries resulting from iodine- 
resorption were seen. In one case—that of a woman 
who was sensitive to iodine—a preparation contain- 
ing bromine was used. Lodipin can be absorbed from 
the peritoneal cavity only in the form of the finest 
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droplets (emulsified), and such absorption requires 
considerable time. The use of umbrenal is warned 
against because of its strongly irritative action on 
the tubal mucosa. It is possible that in Hellmuth’s 
fatal case, some latent inflammatory focus flared up 
because of the use of umbrenal. The authors believe 
that iodipin is not irritative and that accidents 
are not to be feared. The sole disadvantage in the 
use of iodipin is a certain difficulty in rendering the 
medium sufficiently fluid. DeuLer (G). 


Muller, G.: Surgical Treatment of Prolapse of the 
Uterus by Vesicovaginal Interposition of the 
Uterus by Schauta’s Method, Supplemented by 
Kielland’s Operation (Traitement chirurgical du 
prolapsus utérin par l’interposition vésicovaginale 
de la matrice d’aprés Schauta et opération complé- 
mentaire de Kielland). Gynéc. et obst., 1927, xvi, 448. 


Muller states that the best method of preventing 
recurrence of prolapse of the uterus after surgical 
treatment is by the vesicovaginal interposition of 
the uterus by the Schauta-Wertheim method, sup- 
plemented by Kielland’s operation. 

In the Schauta operation, an opening is made in 
the paravesical tissue and the uterus is interposed in 
the space between the bladder and vagina. If the 
operation has been performed properly the tampon 
formed by the body of the uterus prevents prolapse 
of the bladder caused by abdominal pressure. The 
only weak place, from the point of view of recur- 
rence, is the angle between the body and the cervix 
of the uterus. However, it is necessary for the 
uterus to be of the proper size in order to maintain 
its new position. 

Kielland’s supplementary operation of decorti- 
cation of the cervix overcomes the bend between 
the cervix and body of the uterus so that the cervix 
and body form a straight line parallel to the axis 
of the vagina and the size of the vagina is decreased ° 
by resection of a flap. The portio is first lifted up 
forward and a wedge cut from its posterior lip. The 
vaginal mucous membrane is then detached from 
the vaginal part of the cervix and the uterus. Then 
the portio is drawn backward and the same oper- 
ation is performed on the anterior surface. The size of 
the vaginal flap extirpated depends upon the size of 
the cystocele. The edges of the vaginal mucous 
membrane are then sutured in front of the body of 
the uterus. The cavity between the uterus and 
bladder is drained, the levators are sutured, and the 
vagina is tamponed. 

As the body of the uterus and the cervix lie in a 
straight line parallel with the axis of the vagina, 
abdominal pressure pushes the uterus against the 
posterior wall of the vagina and not toward its 
entrance. Auprey G. Morcan, M.D. 
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Reeb, M.: Glandular Muciparous Cancer of the 
Cervix (Le cancer glandulaire mucipare du col de 
Vutérus). Gynéc. et obst., 1928, xvii, 1. 

Glandular muciparous cancer of the uterus rarely 
occurs. The author was able to find only eight 
cases reported in the literature. He gives brief 
abstracts of these cases. 

Reeb reports one case which came under his obser- 
vation. The patient was a woman thirty-six years of 
age who had two children ten and eleven years of 
age. For some weeks she had been feeling very weak 
and had lost blood on every intercourse. Gyneco- 
logical examination showed that the vaginal mucous 
membrane was soft and humid. The anterior lip of 
the os was swollen to the size of a hen’s egg and 
filled the upper third of the vagina and pushed back 
the posterior lip which appeared to be normal. It 
was very soft, smooth, and sticky. The uterus was 
slightly enlarged and anteflexed. The examination 
caused slight bleeding. There was neither ulceration 
nor erosion of the anterior lip. The author removed 
the anterior lip and microscopic examination showed 
the presence of a glandular epithelioma. The cells 
near the internal os were not yet muciparous but 
those of the lower and middle part had undergone 
complete mucous degeneration and were producing 
enormous amounts of mucin. Between the glands 
which were dilated and filled with mucin there were 
groups of cylindrical, cubical or polyhedral cancer 
cells. 

Radium treatment was tried but the patient did 
not tolerate it well. A total vaginal extirpation was 
therefore performed as the patient’s family refused 
to permit an abdominal operation. Microscopic 
examination revealed atypical cells in places but 
there were no muciparous structures to be found. 
As no cancer cells were found in the lymphatics or 
veins of the external surface of the cervix, the para- 
metrium, or the vaginal flap, Reeb believes that the 
prognosis is favorable in spite of the relatively young 
age of the patient. As a safety measure, he plans to 
to give irradiations with ultrapenetrating roentgen 
rays. Aubrey G. Morcan, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Roth, H.: Abdominal Hemorrhage of Ovarian 
Origin (Hémorragies abdominales d’origine ovari- 
enne). Gynéc. et obst., 1927, xvi, 464. 


The author describes two cases of serious abdom- 
inal hemorrhage from rupture of follicular cysts in 
inflamed ovaries. 

If macroscopic examination in intraperitoneal 
hemorrhage does not show ectopic pregnancy, a 
microscopic examination should be made so as to 
determine whether or not the hemorrhage is caused 
by rupture of a follicle. Hamorrhage from the 
ovary may result from constitutional diseases such 
as diseases of the blood, infections, infectious gran- 
ulomata, etc., or from some disease of the organ 
itself, such as tumor or inflammation, including tor- 
sion of the pedicle of the ovary or of the adnexa. 


Follicular hemorrhages from a follicle that is under- 
going involution or from one in which ovulation is 
taking place may occur. The author thinks that 
changes in intraperitoneal pressure play a part in 
the production of these hemorrhages, particularly 
negative pressure which is frequent in the perito- 
neal cavity. Positive pressure keeps the pavilion of 
the tube applied to the ovary, but if there is negative 
pressure in the pelvis this application will be incom- 
plete and the aspiration exercised by the peritoneal 
cavity may cause hemorrhage. The menstrual pe- 
riod also may increase hemorrhage from the corpus 
luteum in cases of increased blood pressure. It is 
known that menstruation may even cause vicarious 
hemorrhage in distant organs. 

It is very important to make a differential diag- 
nosis between appendicitis and follicular hemor- 
rhage because the former requires expectant treat- 
ment while the latter requires immediate operation. 
Similar temperature curves in these conditions and 
an atypical localization of the appendicular abscess 
may lead to a mistaken diagnosis. The usual symp- 
toms of intraperitoneal hemorrhage should be borne 
in mind in the differential diagnosis. 

Clinical experience has shown that the action of 
the corpus luteum is hemostatic; it is possible how- 
ever that this action is not specific but is due to 
contraction of the capillaries or to certain effects 
that bring about thrombosis. 

Aubrey G. Morcan, M.D. 


MISCELLANEOUS 


Shirer, J. W.: Endometriosis. A Study of Thirty 
Cases. Canadian M. Ass. J., 1928, xviii, 151. 


In a series of 750 tubes and ovaries studied patho- 
logically, 30 cases of endometriosis were encountered. 
The diagnosis was determined by the presence of 
endometrial-like glands lying in a loose spindle-cell 
and round-cell stroma which was frequently the seat of 
hemorrhage. Clinically the pre-operative diagnosis 
was not made in a single instance. Menstrual irregu- 
larities were lacking but all patients complained of 
menstrual pain. Following the employment of con- 
servative operative measures, recurrence of symp- 
toms was the rule, contrasting sharply with the relief 
of pain following radical extirpation. At operation 
the adnexa were found to be densely covered with 
thick, firm adhesions and the structures in the poste- 
rior half of the pelvis were uniformly involved. 

In this series of 30 cases of endometriosis, 23 in- 
volved the ovaries, 2 involved the tubes, 4 involved 
the uterus and broad ligaments, and 1 involved the 
ileum, cecum, and ascending colon. In all ovarian 
cases, typical chocolate cysts were encountered 
which averaged from 1.5 to 2 cm. in size. They 
were lined by columnar cells arranged in gland for- 
mation and surrounded by a loose stroma of round 
or ovoid cells supporting capillaries and containing 
recent and old blood. In the cases in which the tubes 
were involved, dense adhesions were found but no 
special changes were evident. 
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Shirer says that patients with adenocarcinoma 
of the cecum and rectosigmoid, who have out-lived 
the expectancy of carcinoma, represent cases of 
intestinal endometriosis. Samuret A. M.D. 


Gardiner-Hill, H., and Smith, J. F.: The Influence 
of Disease of the Thyroid on Menstruation. 
J. Obst. & Gynec. Brit. Emp., 1927, xxxiv, 701. 


The functional interrelation between the thyroid 
gland and the ovaries has been studied by the 
authors in order to determine what influence dis- 
ease of the thyroid gland has on menstruation. Their 
report covers a study of 200 cases of thyroid disease 
of different types, including cretinism, adolescent 
goiter, exophthalmic goiter and hyperthyroidism, 
myxcedema, parenchymatous goiter, and simple 
adenoma of the thyroid. Basal metabolism estima- 
tions provided confirmatory evidence of the degree 
of thyroid activity. 

From their study, the authors conclude that men- 
struation may or may not be affected in these con- 
ditions, but when it is, the deviation from the normal 
tends to be uniform. The type of menstruation 
varies with the degree of thyroid activity: in hyper- 
thyroidism the tendency is often to excessive haem- 
orrhage; in hypothyroidism, to suppression. Each 
type of thyroid disease was studied separately with 
reference to its effect on menstruation. It was 
found that: 

1. In cretinism, the menarche is usually delayed, 
and if the condition is not adequately treated, may 
never appear. When established, the menstrual 
periods tend to be normal and regular. 

2. In adolescent goiter, which is negative for 
symptoms of thyroid disturbance apart from the 
presence of the goiter, menstruation is usually 
normal. In hyperthyroidism, however, the menses 
are often delayed and irregular, and the flow is 
scanty. In hypothyroidism, there is a tendency to- 
ward menorrhagia. 

3. In exophthalmic goiter, menstruation is fre- 
quently normal, but in severe cases it is apt to be 
disturbed. The periods tend to become irregular 
and the flow is scanty. In the most severe cases, 
amenorrhoea is generally present. 

4. When myxoedema develops before the meno- 
pause, menorrhagia is commonly present. Of fif- 
teen women in whom the disease developed sub- 
sequent to the climacteric, all had had regular and 
normal menses. That this disease so frequently de- 
velops after the menopause is probably accountable 
for the impression that it is sometimes accompanied 
by amenorrhoea. 

5. In parenchymatous goiter and simple adenoma 


of the thyroid, menstrual function is usually normal, © 


but in a small proportion of these cases in which 


there is evidence of hyperthyroidism, the tendency 
is toward excessive haemorrhage. 
PETER GRAFFAGNINO, M.D. 


Erdmann, G.: The Results in the Extirpation of 
the Uterus with Conservation of the Ovarial 
Tissues (Folgezustaende der Uterusexstirpation bei 
Belassung von Ovarialsubstanz). Zentralbl.f.Gynaek., 
1927, li, 3050. 


Aschner’s report on a series of sixty-four cases 
of hysterectomy wherein, despite conservation of the 
ovaries, there were more or less severe, harmful 
sequelz manifest in every instance, and his renewed 
warning against extirpations, even with conservation 
of the ovaries, induced the author to compare 
Aschner’s observations with his own observations - 
based on twenty-two cases of hysterectomy. 

The sequelz of hysterectomy reported by Aschner 
include the following: adiposity, plethora, disturb- 
ances of metabolism, tendency to acute and chronic 
inflammations, cardiac and vascular phenomena, 
increased blood-pressure, vascular crises, paresthe- 
sias, tendency to the formation of varices and to 
the development of arteriosclerosis, emotional 
states, severe psychic disturbances, tendency to 
gout and arthritis of every description, prejudicial 
influences on all the organs of sense, tendency to 
eczema and to diseases of the lymph-glands, and 
especially the development of goiter and_ the 
formation of gallstones. Aschner referred all of 
these disturbances to a retention-toxicosis—a con- 
tamination of the blood-stream by toxic substances 
which, under normal conditions, are thrown out of 
the system by the periodic menstruation. 

In the twenty-two cases studied by Erdmann, 
postoperative amenorrhoea was present in seventeen 
cases, while in five instances, menstruation was 
maintained although in diminished amount. Three 
of the patients were entirely free of trouble, three 
disclosed serious organic changes, and_ sixteen 
exhibited mild disturbances, mostly of a vasomotor 
character. The accumulation of fat was found in 
only two of Erdmann’s cases; and outspoken psy- 
chosis of the depressive type was found in only . 
one case. The occurrence after hysterectomy of 
psychic trauma which results in cessation of men- 
struation was unquestionably proved by Erdmann. 
Aschner’s opinion, however, that in every instance 
of hysterectomy the patient exhibits severe dis- 
turbances could not be substantiated, at least the 
retention-toxicosis theory could not be supported, 
since in women asin men, every imaginable substance 
is excreted through the kidneys and the skin. 
The dominating réle of the ovary in the genital 
system is strongly emphasized by the author. 

OpENTHAL (G). 
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OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Stein, A.: Coexisting Extra-Uterine and Intra- 
Uterine Pregnancy, with the Report of a Case 
and a Study of Thirty-Five Cases Published 
Since 1913. Am. J. Obst. & Gynec., 1928, xv, 159. 


To the 243 cases of coexisting extra-uterine and 
intra-uterine pregnancy which were collected by 
Neugebauer from the literature up to the year 1913, 
Stein adds thirty-five cases which he has collected 
from the literature since 1913 and one case of his 
own. The article contains tables giving the age and 
parity of the mother, the duration of the intra- 
uterine and extra-uterine pregnancies, and the 
end-results. 

In Stein’s cases, the extra-uterine pregnancy 
occurred in the left tube. At the end of about two 
months it was blighted and the embryo was re- 
tained. The intra-uterine pregnancy supervened 
about four months later, after a series of regular 
menstrual periods. A left salpingo-oéphorectomy 
and a hysterotomy were done. The pathological 
findings are reported. Wa ter Levy, M.D. 


Horrenberger, R.: Extra-Uterine Pregnancy at 
Four to Five Months with the Syndrome of 
Ileus; Basiotrophic Insertion of the Placenta 
(Grossesse extra utérine du 4-5e mois avec syndrome 
d@iléus; insertion basiotrophe du placenta.) Bull. Soc. 
d’obst. et de gynéc. de Par., 1928, xvii, 105. 


A para-ii, aged 28 years, who was four to five 
months’ pregnant, was admitted to the hospital. 
She complained of violent pains of sudden onset in 
the lower abdomen and of nausea. The pronounced 
symptoms of complete ileus without peristalsis or bor- 
borygmus were alarming and were out of proportion 
to the fairly good general condition. The patient 
was carefully watched over night. The temperature 
rose to 37.4 degrees C. and the pulse, to roo. There 
was vomiting and no passage of gas in spite of local 
measures. 

A laparotomy was performed and revealed a cystic 
tumor lying across the superior straight and com- 
pletely obstructing it. There was bleeding from a 
ruptured area on the anterior surface through which 
bulged placental tissue. The occlusion of the pelvis 
had been sufficient to exclude the blood from the 
cul-de-sac, thereby confusing the diagnostic picture 
per vaginam. The tumor was easily exteriorized and 
removed. The mass proved to be an ectopic preg- 
nancy at the fourth to fifth month, involving the 
ampullar part of the left tube. It measured 12 by 
17cm. The fetus and placenta were well formed. 

The author points out that a basiotrophic inser- 
tion in an ectopic pregnancy, is most favorable for 
complete development. By this he means that an 


insertion in the region of the mesosalpinx where the 
vessels approach the tubes insures a sufficient blood 
supply and favors development toward the lumen 
of the tube. The majority of cases which have gone 
to term have shown this type of insertion. 

Goopricu C, SCHAUFFLER, M.D. 


Laudicella, F.: Unusual Case of Double Pregnancy 
in a Double Uterus (Caso raro di gravidanza 
doppia in utero doppio). Arch. di ostet. e ginec., 
1927, XXXiV, 553- 

Laudicella reports the following case of double 
pregnancy: 

A young girl, sixteen years of age, had her first 
sexual intercourse on April 7 and it caused ex- 
treme pain, copious loss of blood, and fainting. 
On July 16 the patient was admitted to the hospital 
because of threatened abortion. 

Gynecological examination showed that the vagina 
was divided by a median septum and that there 
was an orifice on each side. There was a single 
urethra and clitoris. The vagina was divided 
throughout its length into two equal parts with 
a cervix opening into each. The cervices were soft 
and the os of each one was sufficiently dilated so that 
the two uterine cavities could be explored with 
the finger. Each of the cavities showed the residues 
of an embryo adherent to its wall. Two uteri, each 
the size of a large orange, could be seen through the 
wall of the abdomen. Both of the uteri were curetted. 
The patient’s recovery was uneventful. 

Some authors advocate removal of the septum 
in such cases and the restoration of a single vagina 
and uterus. Others advocate a subtotal hysterec- 
tomy of one uterus with implantation of the tube 
into the other. Auprey G. Morean, M.D. 


Hay, J., and Hunt, E.: A Record of Fifty Con- 
secutive Cases of Pregnancy and Parturition in 
Patients with Crippled Hearts. Lancet, 1928, 
CCXiv, 271. 

Fifty consecutive cases of pregnancy and parturi- 
tion in patients with crippled hearts are reported by 
Hay and Hunt with reference to the treatment insti- 
tuted at the Royal Infirmary. The régime was based 
upon the following physiological factors: 

1. The heart is normally strained during preg- 
nancy because of added body weight, accommoda- 
tion to the uteroplacental circulation, and cardiac 
displacement to the left and upwards during the 
last third of gestation. 

2. The contractions of the first and second stage 
of labor, particularly the voluntary contractions of 
the second stage which are associated with elevation 
of blood pressure and acceleration of heart rate, pro- 
duce physiological and mental exhaustion. 
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3. A heart previously crippled by valvular disease 
is apt to undergo failure under such stress. This is 
manifested by symptoms of dyspnoea or orthopnea, 
congestion of the pulmonary bases, cyanosis, and 
acceleration of pulse. 

Although the absence of previous cardiac decom- 
pensation is not a contra-indication to pregnancy, 
careful antenatal care is indicated. Rest is of para- 
mount importance in the last four to six weeks of 
pregnancy. Decompensation is promptly treated 
but pregnancy must not be terminated until full 
circulatory balance is restored. Cases of fibrillation 
generally respond to rest and digitalization therapy, 
but persistent failure warrants the induction of 
labor after fetal viability has been reached. During 
labor the patient is liberally supplied with nar- 
cotics. The second stage is shortened by instru- 
mental aid. Convalescence is prolonged so as to 
allow proper restoration of cardiac reserve. Obesity 
during lactation is avoided but nursing is permitted. 

Fifty consecutive patients with crippled hearts 
were treated according to these principles. Mitral 
stenosis occurred in thirty-five patients and, com- 
bined with aortic regurgitation, occurred in seven 
additional cases. Chorea and rheumatism were the 
paramount causes of valvular disease. In one case, 
decompensation occurred in the thirty-sixth week 
and the patient died undelivered. In twenty-eight 
cases, delivery at term was spontaneous, three cases 
required the use of forceps, five had casarean sec- 
tion, and thirteen deliveries were induced several 
weeks before term in order to avoid the cardiac 
strain of gestation and the delivery of a larger in- 
fant. Casarean section was performed under ether 
anesthesia if the pelvis was contracted or if other 
obstructive lesions would have prolonged labor. 
Of the forty-nine delivered patients, four died, but 
none of the deaths occurred during or immediately 
after labor. Associated parenchymatous nephritis 
was an important factor in the mortality. 

In the light of these cases the authors conclude 
that although a damaged heart is an additional risk 
during pregnancy, maternal safety is assured if 
patients with crippled hearts are carefully observed 
during pregnancy, labor, and the puerperium. 

SAMUEL A. Wo re, M.D. 


Falls, F. H.: A Study of Pregnancy and Parturition 
in Primiparz with Bicornuate Uteri. Am. J. 
Obst. & Gynec., 1928, xv, 399. 


Falls states that instances of mild degrees of 
bicornuate uterus (uterus arcuatus) are not very 
uncommon. These conditions tend to produce 
oblique presentations which in primipare are pre- 


sumptive evidence of the deformity. In many cases ~ 


the uterus deviates to one side of the abdomen. Un- 
usual breadth of the fundus or a notch in its upper 
surface is frequently seen. 

Prolonged gestation and long labor, with weak 
pains and operative deliveries, are often encountered 
in these cases. Postpartum hemorrhage is common 
and may be a serious complication. Irregularity of 


the fetal heart tones during pregnancy and labor is 
frequently noted. Intra-uterine fetal death before 
or in the early part of labor may occur. When the 
heart tones are constantly irregular in the later 
weeks of pregnancy, cwsarean section should be 
considered. Subsequent labors should be carefully 
observed for anomalies of the position of the fetus 
or the forces of labor. 

Spontaneous termination of labor occurred in six 
of the fifteen cases reported by Falls. Four cesarean 
sections, two versions and extractions, one breech 
extraction, and two forceps deliveries were neces- 
sary. Labor was started by bag induction in five 
cases. In two cases the placenta had to be removed 
manually. In four of these cases, pre-eclamptic tox- 
emia was present. Two mothers died following 
cesarean section; one had been in labor forty-one 
hours and the other, thirty-six hours before opera- 
tion was performed. These two patients had entered 
the clinic after several hours of labor and after 
having had some vaginal examinations which were 
said to have been carefully done. The autopsy 
showed infection of the uterus and general perito- 
nitis. Two babies died in utero; one before labor 
started and one during the first stage before any 
dilatation of the cervix had occurred. 

In the discussion, StRASSMANN said that non- 
union of the two halves of the womb, in these cases, 
was responsible for dysmenorrhoea, abortion, pre- 
mature labor, placenta previa, breech presentation, 
obstructed labor, and puerperal fever. For the 
uterus bifidus—the so-called double uterus—he pro- 
posed a new operation. The bicornuate uterus is 
incised from one horn over the saddle to the other 
horn. Then the right and left halves are united with 
deep and superficial catgut sutures in a manner 
similar to that in casarean section. Strassmann has 
performed this operation in twenty-two cases. Even 
in a case with hematocolpos and hematometra of the 
right side, this operation was performed and the 
= has since been successfully delivered of a 
child. 

DANNREUTHER reported thirteen cases of malfor- 
mation seen in twenty-one years. Eleven patients 
were married, and six of them had a total of sixteen 
children and eleven miscarriages. Eight of the mis- 
carriages were induced. Dannreuther believes that 
the incidence of pregnancy is not reduced by this 
operation. E. L. Cornett, M.D. 


LABOR AND ITS COMPLICATIONS 


Phaneuf, L. E.: The Place of the Vaginal Cesarean 
Section in Obstetrics. Am. J. Obst. & Gynec., 
1928, xv, 325. 

Vaginal casarean section is a useful operation 
when an indication for immediate delivery arises in 
a gravida with a long, rigid, undilated cervix, even 
as late as the end of the eighth month of gestation. 
The operation may also be done at term, as shown 
by one of the cases in the series reported by Phaneuf; 
but here the difficulties are greater, and there is 
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danger that the incisions will tear the peritoneal 
cavity because of the large size of the child. A 
previous low cervical caesarean section complicates 
the technique of the operation, since the anterior 
peritoneal cul-de-sac has been obliterated and this 
factor may predispose to bladder injury during 
delivery. 

Since the operation is extraperitoneal, postopera- 
tive complications are practically negligible. The 
puerperium, in general, resembles that of any opera- 
tive pelvic delivery. The low transperitoneal ab- 
dominal cervical casarean section, which offers 
nearly as much protection against infection as does 
vaginal hysterectomy, has displaced the latter opera- 
tion in a number of clinics because of its simpler 
technique. 

Phaneuf reports twenty-seven cases of vaginal 
cesarean section. One mother died from shock fol- 
lowing toxemia and pyometra. Another developed 
a vesicovaginal fistula. KE. L. Cornett, M.D. 


Greenhill, J. P.: Porro-Czsarean Sections under 
Local (Infiltration) Anzsthesia. J. Am. M. Ass., 
1928, xc, 1023. 


Greenhill reports four cases in which Porro- 
cesarian sections were performed under local 
infiltration anaesthesia. Approximately 8 oz. of 
0.5 per cent procaine hydrochloride were used in 
each case. 

The technique which was employed in these cases 
includes the administration of morphine and scopo- 
lamine prior to the time of skin injection. The low 
midline incision is used with transverse incision 
in the lower uterine segment, thus eliminating the 
suturing of a transverse and vertical incision when 
the hysterectomy is performed. Clamps are used 
on the cut edges of the uterus until the organ is 
removed. 

Two points of technique which are especially 
emphasized by the author are, first, the generous 
injection of the solution about the symphysis, 
and, second, the elevation by means of tissue forceps 
of the loose peritoneal bladder reflection while the 
procaine solution is injected in sufficient quantity 
so that it will spread between the broad ligaments 
and under the bladder. 

The indications for the Porro operation in these 
four cases were as follows: 

Case 1. A quadripara, with marked varicosity 
of the vagina and vulva and with a previous history 
of postpartum hemorrhages. Cesarean section and 
hysterectomy were performed because of trouble- 
some bleeding from the sinuses. 

Case 2. A multipara with uteroplacental apo- 
plexy following an automobile accident. Following 
delivery, the uterus would not contract and the 
radical operation was necessary. 

Case 3. A patient with a history of two forceps 
deliveries with lacerations. At operation the 
uterus was removed. 

Case 4. A multipara, with ten living children. 
Abruptio placentz occurred and as the patient was 


potentially infected, a Porro operation was _per- 
formed. 

Each of these patients had an uneventful recov- 
ery. In three of the cases it was necessary to use 
ethylene at the time of delivery. 

The author demonstrates the feasibility of 
carrying out this extensive procedure under local 
anesthesia. Donap G. To_terson, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Burt-White, H., and Armstrong, R. R.: A Con- 
tribution to the Problem of Puerperal Sepsis. 
Proc. Roy. Soc. Med., Lond., 1928, xxi, 542. 

The authors state that this paper is the prelim- 
inary report of a more extensive study which is now 
in progress. 

They point out that, despite improvement in sur- 
gical technique, the mortality from puerperal sepsis 
has remained practically unchanged during the last 
decade; that the incidence of industrial accidents 
followed by sepsis, and the incidence of puerperal 
sepsis, run parallel in many English districts; that 
the incidence of puerperal sepsis in women delivered 
in dirty surroundings is as low or lower than in those 
delivered surrounded by every care; that individual 
immunity dominates the whole problem; that the 
causal organism in the majority of cases is the strep- 
tococcus pyogenes; and that organisms may be in- 
troduced at coitus since in 50 per cent of males 
streptococci are found under the prepuce. 

In this investigation the authors have used, so far 
as possible, primigravidez. They have made cul- 
tures from the interior of the cervical cana!, exclud- 
ing possible external contamination with a guarded 
swab. ‘They have examined strains as soon as pos- 
sible after isolation, using laboratory animals for 
virulence tests, and have insisted on hemolysis as 
a necessary biological characteristic before accept- 
ance of a strain as potentially virulent. 

Their findings are based on swabs taken from 141 
primigravide and 12 multipare. Their conclusions 
are as follows: 

1. That while hemolytic streptococci may be 
cultivated from the cervix of apparently healthy 
pregnant women, streptococcus pyogenes must not 
be looked upon as a normal inhabitant of the cervix. 

2. That by using anaérobic methods, streptococci, 
especially hemolytic strains, can be cultivated more 
frequently than when aérobic methods are used. 

3. That hemolysis may be governed to some ex- 
tent by anaérobiosis and thus the term “hemolytic 
streptococcus”’ is misleading and of no real signifi- 
cance. A hemolytic streptococcus is not necessarily 
identical with the streptococcus of puerperal sepsis 
unless it has been proved to be virulent for labora- 
tory animals. 

4. That the presence of hemolytic streptococci, 
including one example of a virulent streptococcus 
pyogenes in the cervix of a pregnant woman, does 
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not necessarily indicate that sepsis will occur in the 
puerperium. 

5. That as a factor in the production of puerperal 
sepsis, hemolytic streptococci in the cervical canal 
cannot be considered apart from the question of 
individual susceptibility. 

6. That the results appear to support definitely 
an exogenous origin of infection in puerperal sepsis, 
while leaving unexplained those rare cases of puer- 
peral sepsis alleged to occur in women in whom there 
has been no form of manipulation during the puer- 
perium or pregnancy. Grorcre W. Puetan, M.D. 


NEWBORN 


Burpee, B. P.: Intracranial Hemorrhage of the 
Newborn; Its Relation to the Haemorrhagic 
Diathesis. Boston M. & S.J., 1928, cxcvii, 1449. 


The author states that intracranial hemorrhage 
accounts for one-half of the deaths during the first 
two weeks of life. Ten per cent of the babies with 
such hemorrhages have blood in the spinal fluid at 
birth. The chief cause of the bleeding is traumatism. 

Epidural hemorrhages—between the bone and 
the dura—are without clinical symptoms, as are 
the subarachnoid hemorrhages—between the arach- 
noid and the pia—which constitute the most com- 
mon type. Subdural hemorrhages—between the 
dura and the arachnoid—are the ones that produce 
serious and at times fatal results, and bleeding of 
this type is generally meant when the term “intra- 
cranial hemorrhage” is used. The bleeding may be 
above or below, or both above and: below, the 
tentorium. It may be on the surface of one or both 
hemispheres, and occasionally a hemorrhage may 
occur into a ventricle or into the brain substance. 

The exciting cause is generally trauma. This is 
not necessarily operative, but an unskillful obstet- 
rical operation is often a factor. Pituitrin is fre- 
quently incriminated, but many cases have been 
reported in which this agent was not used. In some 
instances, it appears that the trauma of normal labor 
may be responsible, especially in conjunction with 
one or more of the predisposing causes. The chief 
predisposing factor is prematurity; others are 
syphilis (insofar as it causes prematurity) ; maternal 
toxemia (probably a minor factor, the lesions 
really being caused by the hasty deliveries resorted 
to); asphyxia (a better term is “‘ venous congestion ”’) ; 
and hemorrhagic disease of the newborn (in a small 
percentage of cases). The author stresses the fact 
that hemorrhagic diathesis is a disease distinct from 
intracranial hemorrhage. 

The chief symptoms are the cessation of previously 
established normal nursing; restlessness and crying: 
(especially in hemispheric bleeding); a tendency 
toward coma (in tentorial hemorrhage); a pulse 
either abnormally rapid or abnormally slow; deep, 
irregular respiration; dysphagia; muscular twitch- 
ings; convulsions; and vomiting. Blood is generally, 
but not invariably, found in the spinal fluid, and 
the anterior fontanel may show bulging. 


The prophylaxis consists in the avoidance of 
trauma and the prevention, as far as possible, of 
premature labor. Careful application of the forceps 
with full dilatation of the cervix, episiotomy when 
the perineum is rigid and delivery of the body as 
soon as possible after the birth of the head (accom- 
plished by external pressure) will decrease the trauma. 
The dose of pituitrin, when this drug is used, should 
not exceed 3 or 4m. In breech cases, proper flexion 
of the head and proper mechanism in its delivery 
are of the utmost importance. In obstinate occiput- 
posterior positions, the head is best rotated by the 
hand. Version is to be preferred to the use of for- 
ceps in all cases in which the head is high and de- 
livery is indicated. Vigorous manipulations in 
attempts at resuscitation are to be condemned. 

The curative treatment consists in lumbar punc- 
ture, repeated every six, twelve, or twenty-four 
hours, as indicated, combined with the intramuscular 
injection of 20 c. cm. or more of whole blood. The 
mother’s blood is generally used, but the father’s 
blood may also be employed. Matching or typing 
is not necessary. Transfusion is not advised, as the 
object in using blood is to decrease the coagulation 
and bleeding times and this result is accomplished 
by the intramuscular use of blood without the risk 
of aggravating the symptoms by the direct intro- 
duction of more blood into the circulation. 

E. L. Kine, M.D. 


Calmette, A.: Preventive Vaccination of the New- 
born against Tuberculosis (La vaccination pré- 
ventive des nouveau-nés contre la tuberculose). Presse 
méd., Par., 1928, xxxvi, 32. 


In the newborn, the author advocates the oral 
administration of a true attenuated vaccine of tuber- 
cule bacilli which are living and capable of cultiva- 
tion, but which have a fixed heredity and have been 
definitely deprived of the ability to produce virulent 
tuberculous lesions. The oral administration is re- 
peated three times at intervals of forty-eight hours, 
and causes an impregnation of the lymphatic appa- 
ratus (vessels, glands, bone marrow) with the re- 
sultant production of antibodies (agglutins, etc.) but 
without the danger of the production of lesions. 

The vaccine should be administered before the 
child is fifteen days old so that absorption through 
the non-resistant infantile mucosa will occur and so 
that immunity will be established at the earliest 
possible moment. The immunization probably re- 
quires at least twenty-one days. Children thus pro- 
tected run little risk of infection after the thirtieth 
day. 
This treatment was given to 52,722 babies at the 
Pasteur Institute in the period from July, 1924 to 
December, 1927. Of these, 5,749—all born of tuber- 
culous mothers or living with tuberculous persons — 
have been carefully followed. A study of 3,808 in- 
fants who were vaccinated before they were a year 
old shows that 118 deaths occurred, giving a mor- 
tality from all causes of 3.1 per cent. The general 
mortality in France of unvaccinated infants with or 
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without tuberculous contact is 8.5 per cent. Thus, 
it is seen that among the vaccinated and exposed 
children the death rate is about one-half that of in- 
fants unvaccinated either with or without contacts. 
In this restricted group, 0.9 per cent of the deaths 
were due to presumably tuberculous infections 
whereas among unvaccinated children, living under 
similar conditions, the mortality ranges from 24 per 
cent to 70 per cent or even 80 per cent. 

There were 1,941 children subject to tuberculous 
contacts who were followed for from one to four 
years. The mortality among these was 1.2 per cent 
as compared to 1.6 per cent for a group of children 
of the same age who were unvaccinated and who 
did not have tubercular contact. The death rate 
from tuberculosis among this group was only o.2 per 
cent, whereas the death rate in a similar group, un- 
vaccinated and with or without tuberculous contact, 
was 1.4 percent. There were no deaths due to tuber- 
culosis in the vaccinated group after the age of six- 
teen months. 

Re-vaccinations were done in 208 cases at the end 
of the first year, and further indicated the innocuous- 
ness of the method. It was also found that the dura- 
tion of the immunity is longer than had been sup- 
posed. Perhaps in some cases this immunity had 
been re-inforced by actual virulent infections which, 
however, had not been serious. Experiments have 
shown that monkeys have retained artificial im- 
munity for four years and children for five years. 

The findings reported by Calmette are definitely 
reassuring as to the slight possibility of a spon- 
taneous resumption of virulence on the part of the 
bacillary vaccine and indicate that this type of 
treatment should be generally adopted. 

Goopricu C. SCHAUFFLER, M.D. 


MISCELLANEOUS 


Keller, C.: Fate of the Prematurely Born (Das 
Schicksal der Fruehgeborenen). Zéschr. f. Geburtsh. u. 
Gynaek., 1927, xcii, 379. 

Keller reports the cases of 442 infants prematurely 
born. Stillbirth occurred in 134 cases. Of the 
remainder, 136 died within the first three days of 
life with symptoms of asphyxia; in the second half 
of the first week, 19 more died and 17 of these 
exhibited symptoms of asphyxia. A total of 176 
infants born alive died while yet in the hospital; 
169 left the hospital alive. 

In the subsequent follow-up, 21 could not be 
located, 82 had died after leaving the hospital, 
and 66 were still alive. As nearly as could be de- 
termined, 30 per cent of those who died after 
leaving the hospital were victims of pneumonia; 
24 per cent succumbed to infectious diseases 


(measles, diphtheria, etc.), 21 per cent died because 
of chronic food-disturbances; 14 per cent died as 
a result of luetic affections; and 6.8 per cent suc- 
cumbed to acute gastro-intestinal affections. 

Of the 66 children who are still alive, 30 were 
heard from through correspondence and 36 re- 
turned for examination. Of the former, 23 children 
were said to be well and strong, 6 were well but 
weakly, and 1 child was said to be both ailing and 
weakly. Examination of the children who were 
brought to the hospital disclosed a marked tendency 
to all possible affections and infections. In 4 
children, convulsive attacks had occurred. One of 
the children was suffering from an encephalitis, 
while 2 others were suspected of having epilepsy. 
One of the prematurely born children, a twin, 
now four and a half years old, showed signs of 
tremor while the other twin was perfectly normal. 
Of the 30 children who were found to be in the care of 
their parents about half were healthy and well 
developed. All 6 of the children who were being 
cared for by strangers were sickly and poorly 
developed. Hannes (G). 


Wetterdal, P.: The Prognosis for Children Delivered 
by Forceps. Acta obst. et gynec. Scand., 1927, vi, 349. 


The author has traced 2,000 children who were 
delivered by forceps and 2,000 who were spontane- 
ously delivered. Each child was studied until his 
death or until he was twelve years of age, 88.15 per 
cent of the cases having been traced. 

Delivery by forceps results in a primary mortality 
for the child which varies according to the dif- 
ferent indications for which the forceps were ap- 
plied. In cases of low forceps operations, exclud- 
ing those for asphyxia of the fetus, the primary 
mortality exceeds very slightly (about 1 per cent) 
that associated with spontaneous deliveries. As the 
results are the same, whether the head has been 
engaged on the pelvic floor for two or more hours, 
an early application of forceps is recommended in 
cases in which labor has ceased. Some cases of 
asphyxia can thereby be avoided. 

When children who were spontaneously delivered 
are compared with those delivered by forceps, no 
inferiority can be detected so far as the mental and 
physical conditions at the age of twelve years are 
concerned. 

Cases of intermediate and high forceps operations 
constitute an exception to these conclusions, for in 
these cases forceps are employed because of some 
absolute indication from the standpoint of the 
mother or fetus. Asa result they are associated 
with very much greater risk of serious mental de- 
fects in the child than is the case with those spon- 
taneously delivered or delivered by low forceps. 
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ADRENAL, KIDNEY, AND URETER 


Maisonnet: Cauda Equina Syndromes and Urinary 
Complications (Syndromes de la queue de cheval 
et complications urinaires). Arch. d. mal. d. reins 
el d. organes génito-urinaires, 1927, iii, 8. 

According to the level of the lesion of the cauda 
equina, Maisonnet distinguishes five syndromes: (1) 
a total lesion, including all of the nerves from the 
second lumbar to the fifth sacral nerve; (2) a lumbo- 
sacral type of lesion involving the nerves from the 
fifth lumbar to the fifth sacral nerve; (3) an inferior 
sacral type of lesion involving the third, fourth, and 
fifth sacral nerves and characterized by the absence 
of motor disturbance, and by saddle anesthesia 
with paralysis of the sphincters; (4) a unilateral 
type and (5) a dissociated, polyradicular type. 

Lesions of the cauda equina have certain symp- 
toms in common. The paralysis may be complete 
varying in extent with the roots affected. The de- 
gree of the paralysis has no prognostic value. A 
complete paralysis is not necessarily an indication 
of the gravity of the lesion nor does a simple weak- 
ness of the lower extremities constitute a favorable 
sign. These paralyses often regress rapidly and in 
a few days or weeks may completely disappear. 

Pain is constant and sometimes extremely violent 
and, like the paralysis, often recedes rapidly. 

Anesthesia accompanies the pain and is a con- 
stant symptom. All types of sensation are involved. 
In certain cases there is hyperesthesia. The sensory 
disturbances regress more slowly than the motor. 

This combination of paralysis, anesthesia, and 
pain characterizes caudal injuries and distinguishes 
them from the injuries of the cord in which the para- 
plegia and anesthesia are not accompanied by pain. 
The latter, therefore, is the important element in 
the differential diagnosis. 

In wounds of the cauda equina the tendon reflexes 
are abolished and a careful study of them will reveal 
the level of the lesion. 

Derangement of the sphincters is observed in 
nearly every case. Retention of urine is constant and 
often accompanied by hematuria even in the ab- 
sence of catheterization. Constipation is the rule; 
incontinence is the exception. Priapism is very ex- 
ceptional. 

The attenuation of the symptoms occurs in the 


following order: recovery of motion and recovery, 


much more slowly, of sensory functions; disappear- 
ance of pain; and finally recovery of the sphincters. 

The immediate gravity of wounds of the cauda is 
considerable (Guillian and Barre report twenty-two 
cases with seven deaths), and is relative to the extent 
of the wounds or to meningitis. Later, the visceral 
complications are more important. 
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Prompt surgical intervention has been proposed 
in order to forestall these immediate dangers. It is 
incontestable that the wound of the soft parts and 
skeleton should be treated on the usual surgical 
principles of exploration, removal of foreign bodies, 
bone, devitalized tissue, etc., and primary suture 
whenever feasible. The treatment of the nervous 
and meningeal lesions is, however, open to discus- 
sion. Early operation on these structures proved 


disappointing during the war. It is now agreed that . 


in the presence of a caudal syndrome the dura mater 
should be respected if found intact, even when it 
contains blood. With a projectile in the dural sheath, 
drainage of the vertebral canal suffices. Operative 
maneuvers are always difficult and complicated and 
may aggravate the lesions. It is only at a late date, 
when the symptoms have ceased to regress, that 
operation should be undertaken, and then only with 
the aid of precise clinical and radiological data. 

Complications intervening even at a late date 
often interrupt the fortunate evolution already de- 
scribed. After trophic disturbances the urinary 
difficulties are most important. These patients do 
not suffer from a paralysis of the apparatus of mic- 
turition but rather from interruption of the cerebral 
component of the reflex arc. Either the bladder is 
somewhat distended and the urine overflows drop 
by drop or else there is the establishment of auto- 
matic urination as in the infant, with this difference, 
that the bladder is not completely emptied at any 
time. The presence of an extramedullary center of 
micturition, probably located in the hypogastric 
ganglion, must be taken for granted. 

The retention of urine reacts on the renal function 
and thereby favors infection. The effects on the 
kidney are those of obstruction and lead to nitrogen 
retention and uremia. Infection of the urine leads 


not infrequently to a rapidly fatal sepsis and habit- 


ually to a chronic cystitis and pyelonephritis with 
calculi and prostatic, perivesicular, urethral, peri- 
renal and urethral suppuration, and epididymitis. 
The prophylactic treatment of these complications 
consists in relieving the distention by catheteriza- 
tion performed four times per day with the best 
possible asepsis. Because infection of the urinary 
tract always occurs eventually under this treatment 
the author is strongly in favor of cystostomy. 
Abert F, De Groat, M.D. 


Belot and Pasteau: Present Status of Roentgen 
Examination in the Diagnosis of Renal Disease 
(Etat actuel des explorations radiologiques pour le 
diagnostic des affections rénales). J. d'urol. méd. 
et chir., 1928, xxiv, 441. 

The authors present roentgen plates of the char- 
acteristic types of urological cases. 
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They have found that roentgen examination 
alone suffices for the diagnosis of some kidney 
affections, in other cases it clears up a doubtful 
diagnosis, while in still other cases it gives surpris- 
ing indications which are difficult of interpretation. 
While a positive result may establish a diagnosis 
and aid in deciding the question of operation a 
negative result never gives absolutely definite 
information. The authors insist that roentgen 
plates should always be considered only in con- 
nection with the laboratory and clinical findings. 

In the discussion, CATHELIN said that simple 
roentgenography gives valuable information in cases 
of stone in the kidney but that it is of little help in 
diagnosing other diseases of the kidney, such as, 
tuberculosis, cancer, and hydronephrosis. The di- 
agnosis of pneumokidney and pneumoperitoneum 
by means of roentgenograms has proved to be 
hazardous and has consequently been abandoned. 
Cathelin said that in his opinion roentgenoscopy 
cannot be considered to be a really scientific method 
for it depends too much on the personal coefficient 
of the observer. 

Pyelography is not really dangerous but it is 
impossible to know in advance in what cases it can 
be applied. Its use is therefore greatly restricted 
since it is inadvisable to employ pyelography as a 
routine measure in all doubtful cases. 

Cathelin stated that in spite of the fact that 
roentgenography is of great importance in the di- 
agnosis of kidney conditions, the same is not true of 
the secondary methods. The latter can never be 
used very generally. Auprey G. Morean, M.D. 


Boeckel, A., and Franck, A.: A Case of Kidney 
Tuberculosis with Sterile Urine (Un cas de 
tuberculose rénale avec urines stériles). J. d’urol. 
méd. et chir., 1¢28, Xxv, 59. 


The following case is reported by the authors: 

A woman, twenty-eight years of age, entered 
the urological service after a diagnosis of left peri- 
nephritic phlegmon had been made. The abscess 
was found to contain staphylococcus aureus and no 
tubercle bacilli. Catheterization showed colon bacil- 
lus pyelonephritis on the left side. Injection of 
methylene blue demonstrated that there was no 
communication between the perinephritic abscess 
and the kidney pelvis. 

The abscess was opened and drained through a 
lumbar incision and the stain which was injected 
into the pelvis did not appear in the lumbar fistula. 
The urine from both kidneys was clear and inocu- 
lation into guinea pigs was negative. 

The patient returned seven months later because 
of a persistent fistula. The urine was still clear and 
nonpathogenic. Functional examination showed 


that the function of the left kidney was defective 
and pyelography showed that the upper calyx was 
missing. At operation, the upper pole of the kidney 
was found to be occupied by several cavities which 
did not communicate with the pelvis. Nephrectomy 
was performed and the patient recovered. His- 


tological examination revealed the presence of a 
typical caseous tuberculosis with nodules lining 
the cavities. 

This case illustrates how one zone of the kidney 
may be excluded without affecting the integrity of 
the rest of the organ. It also shows that a closed 
renal tuberculosis is not synonymous with a cured 
renal tuberculosis. The authors believe that a 
tuberculous kidney should always be given operative 
treatment. Aubrey G. Morcan, M.D. 


Carson, W. J.: Solitary Cysts of the Kidney. Ann. 
Surg., 1928, Ixxxvii, 250. 

In this report, Carson reviews the literature deal- 
ing with solitary cysts of the kidney and discusses 
their etiology and pathology. 

Cysts of the kidney were first described by Fabry, 
the father of German surgery, who died in 1624. 
Laveran, in 1876, distinguished between single renal 
cysts and the polycystic kidney. In the literature, 
Carson found reports of 141 cases of single cystic 
kidney and has added 4 cases of his own, thus making 
a total of 145 cases of this unusual renal anomaly. 

Three views are held regarding the etiology of this 
condition: (1) that they are due to embryonal rests; 
(2) that they are due to failure of union between the 
glomeruli and the collecting tubules; and (3) that 
they are retention cysts due to constriction of the 
tubules by fibrous tissue or blocking of the glomeruli 
or tubules by desquamated and degenerated cells 
and favored perhaps by small hemorrhages. 

A solitary serous cyst of the kidney is usually uni- 
lateral and located in the upper or the lower pole of 
the kidney; occasionally it may be on the anterior 
surface of the kidney or on the hilum. The right 
kidney and the lower pole are most often involved. 
The size of the cysts varies from 30 to 16,000 c.cm., 
the average diameter being 15 cm. The cyst wall is 
independent of the kidney capsule but blends with 
the interstitial fibrous tissue of the renal cortex. 
Microscopically the cyst wall is composed of fibrous 
connective tissue. The majority of cases have shown 
no epithelial lining at all, but cuboidal cells and 
squamous cells have been described. In the majority 
of cases the contents are described as clear, serous 
fluids but they may be hemorrhagic or clear, straw- 
colored fluids. 

Complicating these cysts there have been found 
hypernephroma, carcinoma of the kidney, papillary 
carcinoma of the renal pelvis, horse-shoe kidney, 
abnormality of the renal blood vessels, bifid pelvis, 
hydronephrosis, renal calculi, and tuberculosis of the 
kidney. Most of the patients were between thirty 
and sixty years of age, the average age being forty- 
five years. In the series collected, forty-one were 
males, eighty-nine were females, and fifteen were 
unclassified. 

The four new cases reported by Carson were as 
follows: 

Case 1. F. V., a white male, sixty-two years of age. 
A clinical diagnosis was made of carcinoma of the 
bladder, hypertrophy of the prostate, and von Reck- 
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linghausen’s disease. The left kidney had a large 
single cyst at its upper pole containing approx- 
imately 800 c.cm. of clear fluid. The right kidney 
had a 2.5-cm. cyst on the anterior surface of the 
upper pole and a 1-cm. cyst on the hilum toward the 
lower pole. 

Case 2. A white female, forty-five years of age. 
A nephrectomy for tumor of the kidney was per- 
formed. A large cyst was found extending from the 
upper to the lower pole along the convex surface. 
It measured 25 by 20 cm. and was filled with clear 
fluid. The wall of the cyst was composed of fibrous 
connective tissue with a few small round cells infil- 
trating in a disorderly fashion between the con- 
nective tissue cells. 

Case 3. A colored male, twenty-five years of age. 
A clinical diagnosis of typhoid fever was made. At 
the lower pole of each kidney there was a large cyst: 
the one on the right measured 15 by 10 cm., and the 
one on the left, 4 by 8 cm. The walls were thin and 
of a grayish-red color and composed of adult fibrous 
connective tissue with a few blood vessels filled with 
red blood cells. The fluid was blood tinged. 

Case 4. Nephrectomy was performed and a large 
cyst was found at the lower pole. It measured 4 by 
6 cm. and was filled with turbid fluid. The kidney 
was grayish-red in color with a granular surface. 
The wall had a thick layer of fibrous connective 
tissue with moderately small round-cell infiltration. 
Section of the kidney showed chronic diffuse ne- 
phritis. 

From a review of the literature and a study of the 
four new cases the author is of the opinion that poly- 
cystic kidney, solitary serous cyst of the kidney, and 
solitary hemorrhagic cyst of the kidney are all re- 
sults of congenital malformation of the kidney and 
that the solitary hemorrhagic cyst is formed in the 
same way as the solitary serous cyst. 

CraupE D. Hormes, M.D. 


Beaufond, F. H., and Porcher, P.: The Functional 
Exploration of the Excretory Canal of the 
Kidney (L’exploration fonctionnelle du canal ex- 
creteur du rein). Arch. d. mal. d. reins et d. organes 
génito-urinaires, 1927, iii, 27. 

Heretofore, study of the functional value of the 
upper urinary tract has been concerned almost en- 
tirely with the secretory function. Although altera- 
tions of the excretory canal have exceedingly im- 
portant effects on the renal parenchyma but little 
clinical study has been made of its motor functions. 
It is with the object of clarifying this excretory func- 
tion that the present studies were undertaken. 

The upper portion of the excretory apparatus 


comprises the calices, the pelvis, and the ureter and ° 


knowledge of the intimate anatomy of these struc- 
tures is important. The musculature of the ureter 
consists of a longitudinal external coat and a circular 
inner coat. In the lower portion of the ureter is 
found a longitudinal coat within the two other 
coats. In the pelvis the muscularis does not form 
a distinct coat but consists of sparse bundles dis- 


tributed through the external connective tissue coat. 
These bundles, like those of the bladder, run in 
different directions and interlace. The anatomists 
do not distinguish a pyelo-ureteral sphincter. 

In regard to the calices, Henle has described a 
muscular ring at their origin which corresponded to 
the bases of the papille. 

The innervation of the excretory canal comes from 
the renal, spermatic, and superior and inferior hypo- 
gastric plexuses. Satani has described a network of 
nerves in the peri-ureteral connective tissue. This 
network contains many ganglia. Another finer net- 
work is found in the submucosa. 

Certain facts are known regarding the physiology 
of the upper excretory tract: 

The rhythmic peristaltic movements of the ureter . 
result from stimulation applied to the pelvis or kid- 
ney (Ranvier). Stimulation of the ramus connecting 
the mesenteric and hypogastric plexuses accelerates 
peristalsis; stimulation of the splanchnics inhibits 
it (Gley). Ureteral contractions persist after the 
severing of all central nervous connections. How- 
ever, the continuity of the ureter must not be dis- 
turbed nor its connections with the pelvis and blad- 
der. After section and suture of the ureter the con- 
tractions of the two segments is incodrdinated and 
the peristaltic waves stop at the line of suture. 
Excepting in the animal experiments made by 
Israel, movements of the pelvis and calices have 
not been demonstrated. The authors, using kid- 
neys and ureters removed at operation have been 
able to produce massive contraction of the pelvis 
which provoked a peristaltic wave in the ureter. 
They also obtained contractions of isolated calices. 
Stimulation of the lower third of the ureter pro- 
voked antiperistalsis which in turn caused massive 
contraction of the pelvis. This was followed by a 
series of normal waves. 

As to the mode of functioning of the canal, it has 
been stated that a certain pressure in the pelvis (25 
to 60mm. of mercury) causes peristalsis in the ureter. 
It is known, however, from ureteral catheterization 
that the pelvis is normally empty. 

The exploration of the excretory canal of the kid- 
ney by catheterization serves to verify previous © 
reports of the permeability of the ureter and of the 
evacuation and capacity of the pelvis. 

Pyelography is of great value in localizing renal 
or extra-renal lesions but as a method of determining 
the capacity of the pelvis, it is imperfect for it gives 
only one dimension. Furthermore, the findings as 
to the contours of the pelvis and ureter are only 
exact for the moment at which the radiograph is 
taken. A moment later a certain aspect may change 
completely. Certain kinks and certain spasms may 
exist for only a moment. 

To avoid the usual errors of pyelography and pye- 
loscopy and the serial pyelography (Goldstein, 
Manges, Bochrode, Crabtree) the authors adopted 
the apparatus of Béclére which makes possible the 
taking of radiographs at intervals as low as 2 seconds 
under continuous radioscopic control. 
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The authors employed the “Béclére selector” and 
mention the following general features of their tech- 
nique: 

The most satisfactory opaque solution was found 
to be 50 per cent sodium bromide or 30 per cent 
sodium iodide. The disadvantages of lipiodol are 
that considerable force is necessary to inject it into 
the pelvis, the filling of the calices is often imperfect, 
and the oil becomes emulsified in the urine with re- 
sulting shadow defects which are without signifi- 
cance. 

In the technique, which was used by the authors, 
no anesthesia is employed nor is any particular 
preparation of the patient usually necessary. 

Boiled water is used in performing the cystoscopy 
and throughout the examination the bladder is kept 
filled in order to dilute the bromide solution as it 
comes from the ureter. 

Double catheterization is never performed. With 
the catheter in the pelvis, only sufficient liquid is 
injected to give a good outline. The catheter is then 
slightly withdrawn and an injection made directly 
into the ureter. 

Immediately after introduction of the opaque 
solution an exposure is made and the catheter is 
gently removed. 

Radiographs are now taken in groups of six at 
five-second intervals, allowing one minute and fif- 
teen seconds between each group. The total number 
of exposures is usually eighteen. 

The time required for evacuation is determined 
by the radiographs; the capacity of the pelvis is 
determined by the quantity of fluid injected. 

The principal phenomena revealed by this method 
are the presence of a functional pyelo-ureteral 
sphincter, peristaltic movements of the ureter, in- 
termittent evacuation of the pelvis, and continuous 
evacuation of the pelvis without alteration of the 
form of the calices. 

The contraction of the calices and pelvis are ob- 
served only under special conditions, i.e., when a 
slight excess of fluid has been injected and irritation 
has been caused by the sound or previous injections. 
However, failure to observe these contractions under 
normal conditions does not mean that they do not 
occur for in a very short time the ureter seems to 
become immobile. 

Antiperistaltic waves were observed while lipiodol 
was being injected into the lower portion of the 
ureter. The lipiodol was rapidly carried into the 
pelvis. 

The chief characteristics of a normal mode of 
evacuation of the pelvis are the intermittent opening 
of the pyelo-ureteral sphincter and the passage of 
ureteral peristaltic waves. The normal time of evac- 
uation is between two and fifteen minutes. 

In the pathological mode of evacuation the image 
may remain unchanged; or the evacuation may be 
continuous, without contraction of the sphincter, 
the shadow conserving the same outline but grad- 
ually fading because of dilution of the bromide. 
Stasis is present in either event. 


Occasionally, after an initial immobility of the 
image, contractions appear and the pelvis evacuates 
normally. This is a result of spasm. 

Defects in the calices and pelvis are usually tran- 
sient but, if persistent, they give evidence of pathol- 
ogy. Similarly, deformities of the ureter are not 
significant unless persistent. 

Illustrative radiographs accompany this paper. 

ALBERT F’. De Groat, M.D. 


BLADDER, URETHRA, AND PENIS 


Dalsace, R.: Thirty-five Cases of Cystalgia with 
Clear Urine in Women (A propos de 35 obser- 
vations de cystalgie a urines claires chez la femme). 
J.d@urol. méd et chir., 1928, xxv, 7. 


The author has studied thirty-five females with 
cystalgia. In all of these cases the urine was ab- 
solutely clear, but in some cases pollakiuria was 
associated with dysuria. There was a strong desire 
to urinate and sometimes an involuntary passage 
of part of the urine. The completion of urination 
was generally accompanied by a burning pain and 
painful contraction in the hypogastric region. 

All of these patients were examined gynecologi- 
cally and cystoscopically and cultures were made 
of the urine. In sixteen of the cases there was a 
manifest bacteriuria, in seven of these cases this 
was the only finding, in nine cases there was some 
other morbid genital or urinary condition. In 
nine of the patients whose urine was negative, 
there were abnormalities in the position of the 
uterus sometimes associated with inflammation of 
the uterus or adnexa. In four patients a surgical 
operation had recently been performed on the 
genito-urinary tract. In three cases the cystalgia 
appeared to be due to an inflammation of the pelvis 
or invasion of the bladder or perivesical tissues by 
cancer. Two of the patients had urethritis and one 
showed ecchymotic spots in the trigone. 

The majority of cases of irritability of the bladder 
in women are apparently due to infection of the 
bladder, changes in the size and position of the 
uterus and adnexa, or to inflammation in the pelvis. 
The ecchymotic spots sometimes seen in these cases 
are probably due to a transitory or intermittent 
bacteriuria. Aubrey G. Morcan, M.D. 


Beer, Frysman, and Heitz-Boyer: The Treatment 
of Tumors of the Bladder by Physical Agents 
(Traitement des tumeurs de la vessie par les agents 
physiques). Presse méd., Par., 1927, Xxxv, 1224. 


BEER presents a study of 418 cases of vesical 
tumor treated by physical means. The endovesical 
application of either unipolar or bipolar high fre- 
quency current was found to give about the same 
results. Some cases which were observed over a 
period of fifteen years showed no recurrence, while 
others recurred after a period of seven to nine years, 
thus showing the necessity of frequent cystoscopic 
examination after treatment. In 25 per cent, recur- 
rence at the same spot or at another location oc- 
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curred. Beer believes that biopsies should be taken 
in all cases. He advocates treatment administered 
in sittings of about fifteen minutes every three to 
fifteen days and continued as long as necessary. 
Failure to respond to treatment is an indication of 
malignancy. 

If the tumor cannot be attacked by the endo- 
vesical route a suprapubic approach is necessary. 
The Pacquelin cautery, electric cautery, high fre- 
quency current, bipolar diathermy, and radiother- 
apy may be used. The base or pedicle of the tumor 
should be attacked. After treatment the bladder 
should be washed out with alcohol so as to kill any 
possible grafts. Although recurrence is less frequent 
(12% per cent) by this method the mortality rate 
is higher. 

Radium may be employed either through the 
cystoscope or through a suprapubic cystostomy. By 
the endovesical route, eight of sixteen benign tumors 
were cured by radium. Malignant tumors do not 
respond to radium applied through the cystoscope. 
The suprapubic route may be used in large infiltrat- 
ing tumors requiring cystectomy and prostatectomy. 
There is a 33 per cent mortality in this group. Of 
those cases which survived operation, there were 
six cures (30 per cent). 

Beer is of the opinion that deep roentgen therapy 
is of no value in vesical tumors. 

FRysMAN believes that vesical tumors are best 
treated by means of electrocoagulation. If a tumor 
is very large and many treatments would be required 
in order to obtain results, part of the tumor may be 
removed and the remaining portion treated by coag- 
ulation. Malignant tumors do not respond to 
coagulation but require radium or roentgen-ray 
treatment. In every case, an exact diagnosis of the 
type of tumor present should be made before any 
treatment is instituted. Operative measures are not 
advised in cases of advanced infiltrating tumors. 

Hetrz-Boyer advocates destruction by means of 
the high frequency current in cases of vesical tumors 
which are not typically malignant. The author em- 
phasizes the importance of distinguishing between 
currents of high frequency and great intensity which 
lead to carbonization, are quite destructive, and 
leave a retracting scar, and currents of high tension 
but more mechanical action which destroy a more 
limited area and leave soft non-stenosing scars. In- 
tense electrocoagulation may be resorted to in vil- 
lous and fungous tumors providing no damage is 
done to the ureteral orifice or vesical wall. In cases 
of slightly projecting tumors, large tumors after 
coagulation, and tumors situated near the ureteral 
orifice, the spark gap is preferable. Heitz-Boyer 


stresses the necessity of a thorough knowledge of - 


the different types of electric currents which are 
available. 

The author presents a table which classifies the 
various types of high frequency currents used in 
urology and shows the degrees of heat obtained by 
the use of the spark gap. The degrees of heat ob- 
tained are as follows: from the carbonizing gap 


300 degrees C., from the hot spark 210 degrees, from 
the semicold 35 degrees, and from the cold gap 25 
degrees. 

After a description of the necessary armamenta- 
rium, Heitz-Boyer describes the technique which he 
employs. The tumor is first coagulated and later 
the base is destroyed by means of the hot gap. The 
semicold and the cold gaps are used for the purpose 
of reducing the base to the level of the bladder wall. 
The same spark is played over the mucosa in order 
to destroy neoplastic cells and prevent dissemina- 
tion. Large, multiple, or bleeding tumors or tumors 
with a broad base are best approached through a 
suprapubic incision. Other tumors may be treated 
endovesically. Repeated sittings at variable inter- 
vals are preferable. Anasthesia is best obtained by | 
epidural anesthesia and trans-sacral block. The 
author considers that the use of spinal anzsthesia 
and nitrous oxide is dangerous. 

According to Heitz-Boyer, little can be said re- 
garding the treatment of malignant tumors for the 
results so far obtained by any physical method have 
been far from brilliant. Micuarrt L. Mason, M.D. 


Keyes, E. L.: Principles Governing the Local 
Treatment of Carcinoma of the Bladder. 
J. Am. M. Ass., 1928, xc, 350. 

Barringer, B. S.: End-Results of Radium Re- 
moval of Carcinoma of the Bladder. J. Am. 
M. Ass., 1928, xc, 352. 

Kretschmer, H. L., and Barber, K. E.: Regenera- 
tion of the Bladder Following Resection. J. 
Am. M. Ass., 1928, xc, 355. 


KEyYEs reports two cases of carcinoma of the blad- 
der and presents the following conclusions: 

The clinical malignancy of bladder tumors must 
be distinguished from the cellular malignancy. 
Before the advent of the cystoscope and the high 
frequency current, bladder papillomata were clini- 
cally malignant. Now they are clinically as well as 
pathologically benign. 

Today, treatment of bladder tumors should con- 
trol papillary carcinomata as well. 

In order to accomplish this, the treatment must 
permit bladder suture without drainage, so that © 
tumors or portions of tumors that have been over- 
looked or not destroyed may be identified by cystos- 
copy and biopsy within a month after operation. 

For the intelligent interpretation of operative 
results, it is also essential that a single therapeutic 
measure (knife, electric cautery, or radium) be 
employed to destroy each tumor. Radium seeds 
of metal, implanted through a cystoscope or by 
open operation and aided by fulguration or further 
cystoscopic or operative implantation, fulfill these 
indications. Repeated implantation of numerous 
metal seeds, however, produces sloughing, and 
results in grave bladder spasms, similar to those 
produced formerly by glass seeds. 

BARRINGER reports the percentages of cures in 
both papillary and infiltrating carcinoma. He be- 
lieves that these statistics have only a relative value, 
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as percentages of cures will vary with the kind of 
operation done, the form of radium used and the 
way it is used, the experience and skill of the oper- 
ator, and the general type of cases which come to 
the service of any one surgeon. 

It is interesting to note that in the case of thirty- 
two patients who died of carcinoma, there had been 
a pathological diagnosis of papilloma or no patholog- 
ical diagnosis in seven, and in seven others the 
pathological diagnosis was simply that of non- 
infiltrating carcinoma. Notwithstanding this, the 
patients died of cancer which had infiltrated the 
bladder wall, and in most of the cases, metastases 
occurred before death. 

The author gives the following summary: Of 
twenty patients with papillary carcinoma, fifteen, 
or 78 per cent, were cancer-free for as long a time as 
they were observed, eleven having remained free 
for more than five years. There were fifty-one 
patients with infiltrating carcinoma, eighteen of 
whom, or 35 percent, were cancer-free, twelve hav- 
ing remained so more than five years. 

In this list of reported cases are included all 
those in which the carcinoma had been small enough 
to be controlled intravesically, and all cases in 
which suprapubic operation had been performed and 
radium implanted. In this last group, no patients 
were refused operation if the carcinoma was thought 
to be confined to the bladder. Many of the infiltrat- 
ing cases were very extensive, and in most of them 
the bladder base was involved. 

Radium in all forms has been used. Beginning in 
1915, blindly and very experimentally, Barringer 
applied radium by means of tubes left in the bladder, 
then more accurately by means of cystoscopic 
applicators and in bare glass seeds implanted in 
the tumor by means of the cystoscope. 

In 1919, he applied radium seeds through the 
open bladder for the first time. Not until the fall 
of 1925 did he first begin to use gold seeds. In 
none of these reported cases did he use gold seeds. 

With the employment of gold seeds, the effective- 
ness of radium in controlling the bladder growths 
has decidedly increased, and future results ought to 
be more successful. 

In all, ninety-four suprapubic operations have 
been done in ninety cases. Two of the patients were 
operated upon twice and both died. One patient was 
operated on three times, and now, seven years since 
the first operation, is cancer-free. In this series, 
there were five operations for papilloma, ten for 
papillary carcinoma, and seventy-nine for infil- 
trating carcinoma. 

Three deaths occurred following operation. One 
patient with a papilloma which had bled for weeks, 
died three days after operation as a result of hamor- 
rhage. Another patient who had papillary carcinoma 
died in a diabetic coma three months after oper- 
ation. This patient had had 5 per cent sugar in the 
urine before operation. The third death resulted 
from uremia, two weeks after operation, in a patient 
with infiltrating carcinoma. In this patient, the 


blood urea nitrogen was 42 mg. before operation; 
this rose to 120 mg. two days before death. 

In the ninety-four suprapubic implantations of 
radium, there was a mortality of slightly over 3 per 
cent. When this is compared with the mortality of 
between 10 and 20 per cent resulting from the 
operative removal of carcinoma of the bladder, it 
is realized that even if radium removal were not 
more effective than operative removal, one would, 
by using the former, spare a great many lives. 

KRETSCHMER, in a preliminary report of an experi- 
mental study, concludes that extensive resection of 
the bladder is followed by the formation of a new 
bladder. The newly-formed bladder completely 
fulfills the function of the old bladder in that it is 
capable of retaining the urine for many hours and 
of discharging urine in the normal manner. In- 
continence as a permanent complication does not 
follow even the widest type of resection. 

From the histological picture and its close re- 
semblance to the normal bladder, it would appear 
that the newly-formed bladder is the result of 
regeneration. C. Travers Strepita, M.D. 


McKay, R. W., and Colston, J. A. C.: Priapism: 
A New Method of Treatment. J. Urol., 1928, 
xix, 121. 

In a review of the literature, the authors found 
the reports of 193 cases of priapism. In this article 
they report 2 others which were treated by a new 
method. 

Whatever the etiological factor of the condition 
may be, whether it is a neurogenic condition or 
retardation of the venous return, an erection which 

rsists for two days is sustained by a thrombosis 
in the corpora. Therefore, even if the underlying 
cause is treated successfully, the erection will persist 
until the clot in the corpora is either absorbed or 
evacuated. Relief of the symptoms also depends 
upon collapse of the penis by evacuation of the clot. 

Heretofore the methods of treatment have been: 
(1) radical amputation of the penis with dissection 
of the inguinal glands (in the presence of a local 
malignant neoplasm); (2) ligation of the dorsal ar- 
teries of the penis to the pubes; (3) division of the 
ischiocavernal muscles in the perineum along with 
the arteries and nerves passing through them. 

The technique of collapsing the corpora of the 
penis by aspiration is very simple. In the first case 
reported, the penis was anesthetized by spinal an- 
wsthesia, but for subsequent aspirations the anzs- 
the siahas been induced with 0.5 per cent procaine. 
After the skin and Buck’s fascia have been anes- 
thetized, a No. 8 Luer needle is introduced into the 
corpus I mm. anterior to the midline of the penis 
and the clot aspirated with a 20-c.cm. Luer syringe. 
The corpora are then washed out with normal saline 
solution. The penis becomes erect as the solution is 
introduced and flaccid as it is withdrawn. When 
the venous return is re-established, the saline solu- 
tion will gradually enter the blood stream. If the 
priapism returns, its recurrence will be very slow 
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and in most cases the erection will be only partial. 
However, there is no contra-indication to repeated 
aspiration. 

Aspiration causes much less trauma to the neuro- 
vascular mechanism producing erection than the 
more radical surgical procedures and is therefore 
more apt to be followed by normal erections than 
the radical operations. Lous NEuUwELT, M.D. 


GENITAL ORGANS 


Morrissey, J. H.: Seminal Vesicle and Prostatic 
Foci in Pelvic, Perirectal, and Ischiorectal 
Suppuration in Males. J. Am. M. Ass., 1928, xc, 
448. 


The possibility of the occurrence of seminal vesicle 
and prostatic abscesses should be borne in mind 
after any instrumental trauma to the posterior ure- 
thra; in severe and prolonged reactions following 
stricture operations; in punch and cutting operations 
on the vesical neck; in prostatic cases in which there 
is a prolonged inexplicable elevation of temperature 


‘either before or after operation; in diverticulitis 


of the bladder; and particularly in cases of radium 
implantation of the prostate and bladder mucosa. 
The procedure for evacuating pus from the prostate 
in prostatic abscess may give rise to a superior pelvo- 
rectal abscess as a secondary complication. 

Only a small proportion of patients with this type 
of abscess come to operation, as there is a minimum 
of absorption from these areas and the process may 
quict down. The symptoms in the severe cases, 
however, are a temperature ranging from ror de- 
grees F. and elevated in the afternoon, and a sense 
of rectal and perineal fullness, sometimes compli- 
cated by tenesmus. Bladder symptoms are usually 
present in the form of frequency and a sense of in- 
complete emptying. As the infection spreads, the 
temperature rises abruptly and remains elevated. 
Local tenderness develops. In order to palpate the 
mass, the finger must be introduced high into the 
rectum. Induration over the ischiorectal fossa is 
usually terminal, and the diagnosis thus becomes 
obvious. 

In the same manner as in other low-grade infec- 
tions of the seminal vesicles and prostate, this con- 
dition has a certain economic significance. It is not 
commonly seen in the well-to-do patient, but rather 
in those who may be inclined to neglect their physical 
condition. In cases of perineal abscess, the tumor is 
easily palpable. It lies without the kidney capsule, 
and the urine examinations do not show any great 
amount of pus. The opening of the abscess reveals 
only a moderate amount of frank pus, but consider- 


able débris and much broken down tissue are pres- * 


ent. These abscesses are not common. It would 
seem that the striking proportion of perineal ab- 
scesses in the male is as significant as pelvic suppura- 
tion in females. The two are analogous and differ 
only in the relative extraperitoneal and intraperi- 
toneal position of the different foci. Just as pelvic 
suppuration and cellulitis with ultimate adhesions 


and sclerosis form the picture of uterine, tubal, and 
ovarian infection in the female, so, too, prostatic, 
periprostatic, superior pelvorectal, and perirenal in- 
fections in the male are the result of a relatively 
consistent dissemination of the infection into these 
areas. 

The ischiorectal abscess seems less likely to be 
connected with this cause, but the relationship be- 
tween the ischiorectal fosse and the prostate, to- 
gether with the distribution of the pelvic fascia and 
lvmphatics, would make the same etiology more 
significant. Treatment tending toward evacuation 
should include thorough drainage of the vesical and 
prostatic region. For this a curved perineal incision 
should be used and the two ischiorectal fossz drained 
at the same time. The indications in the deeper 
abscesses are obvious. The urologist’s disapproval 
of the perineal method of prostatectomy does not 
relieve him of the responsibility for concealed sup- 
puration within the perineum, presumably of genital 
origin, nor does it relieve him of the necessity of 
handling it correctly and adequately. 

C. Travers Stepita, M.D. 


MISCELLANEOUS 


Pillet: Petrographic Sections of Urinary Calculi 
and the Determination of the Nature of 
Their Crystalline Layers by Means of Crystal- 
lography (Coupes pétrographiques des calculs 
urinaires et détermination cristallographique de 
la nature de leurs couches cristallines). J. d’urol. 
méd. el chir., 1928, xxv, 48. 


As many urinary calculi are composed only of 
mineral elements the author recommends studying 
them by the methods used in crystallography and 
petrography. 

Pillet has cut stones of the kidney and bladder 
into thin enough layers to permit microscopic exam- 
ination. He has found that it is possible to see 
layers of uric acid, oxalates, and particularly the 
crystals of ammonium-magnesium phosphate. When 
the different forms of crystals—the octahedrons 
of calcium oxalate and the orthorhombic prisms of | 
ammonium-magnesium phosphate—have been dis- 
covered with the simple microscope, they can be 
identified with the polarizing microscope by study- 
ing the crystalline system to which they belong, 
that is, it can be determined whether they are 
uniaxial or biaxial by means of the phenomena 
(well known in mineralogy) of the black cross, 
colored rings, and hyperbolas. 

So far as the author knows, no such study of 
urinary calculi has ever before been made. He 
reports that by means of it, definite information 
can be obtained in regard to the intimate structure 
of the calculi. The different layers may be examined 
as in a histological section and recognized by the 
special form of their crystals. Their chemical 
analysis can be confirmed by the purely physical 
methods of crystallography and mineralogy. 

Auprey G. Morcan, M.D. 
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Dellinger- Barney, J., Gamberini, C., Marogna, P., 
and Walker, K. W.: The Treatment of Genital 
Tuberculosis (Le traitement de la tuberculose géni- 
tale). Presse méd., Par., 1927, Xxxv, 1222. 


This report is concerned with the discussion of 
the treatment of tuberculosis of the prostate, 
seminal vesicles, and epididymis but does not 
include a discussion of urinary-tract tuberculosis 
which may coexist or develop later. 

BARNEY says that genital infection is always 
caused by an active or healed tuberculosis located 
elsewhere in the body. The prostate and seminal 
vesicles are almost always involved along with the 
epididymis, a fact which is often lost sight of, 
although it is demonstrated by clinical studies and 
postmortem examination. 

Two theories exist regarding the location of the 
primary condition in these cases—one is that the 
disease is primary in the epididymis, the other is 
that the seminal vesicles are infected first. ‘This 
question is of course bound up with the question 
of the route of the infection. Some arguments 
indicate an ascending infection while others indi- 
cate a descending infection. In many cases, a 
hawmatogenous route offers the only explanation. 

Tuberculosis of the epididymis starts in the tail. 
The seminal vesicles and the ductus deferens on 
the same side are usually affected. The latter is 
affected either at the proximal or distal or at both 
ends, the middle being free of disease. Even after 
many years the testicle on the involved side may 
be free of tuberculosis. The other epididymis usually 
becomes involved, although in some cases it may 
remain free if the diseased body is removed. 

Radical measures of treatment, which include 
removal of the seminal vesicles, prostate, ductus 
deferens, and testes, are no more successful than 
simple epididymectomy with or without castration. 
At present the consensus of opinion is that after 
the removal of the epididymis the seminal vesicles 
and prostate tend to improve. 

Many patients with genital tuberculosis die of 
generalized tuberculosis or pulmonary tuberculosis 
due to pulmonary or tracheobronchial lesions and 
not to dissemination from the genital source. 

GAMBERINI and MARroGna are of the opinion that 
genital tuberculosis is always secondary to an ex- 
tragenital focus of infection and that venereal in- 
fection has no effect on its development. Genital 
tuberculosis occurs during the period of greatest 
activity of the sexual organs but no age is entirely 
immune from it. The hematogenous, lymphatic, 
and ductus deferens routes are all available for 
the spread of the infection and it is difficult to 
determine which route has been followed. The 
process may develop in any portion of the organ— 


the stroma, glandular tissue, the cells of Leydig, or 
the vascular system, and any or all portions may take 
part in the formation of the tubercles. 

Treatment must be individualized and should be 
both local and general. Conservative treatment has 
proved to be the best. The Durante method should 
be tried first of all and operative procedure under- 
taken only if this fails. Iodine is an invaluable 
adjunct to any treatment. Tuberculin, the ultra- 
violet rays, and roentgen rays show promise of be- 
coming valuable aids in treatment. 

WALKER says that genital tuberculosis has long 
been conceded to be a surgical problem but he is of 
the opinion that this is not the case. He believes 
that treatment should be both general and local. 
The present chaos of theories in regard to treat- 
ment of this condition is due to the lack of exact 
knowledge regarding the development of the disease. 
Walker favors the theory that the condition de- 
velops first in the prostate and seminal vesicles and 
then travels thence to the epididymis. He believes 
that heliotherapy is of considerable value, but 
that epididymectomy is the method of choice in 
most cases. Total removal of the prostate, seminal 
vesicles, ductus deferens, and epididymis should be 
reserved for those cases which do not respond to 
less radical operative procedures, or for cases in 
which the prostate and seminal vesicles are so 
grossly infected that they must be removed in order 
to prevent a generalized invasion of the infection. 

Micuaet L. Mason, M.D. 


Stokes, J. H.: Venereal Disease Control. J. Am. M. 
Ass., 1928, xc, 743. 


The author calls attention to the marked laxity 
existing in this country relative to the control or 
attempted control of venereal disease. In Belgium, 
Germany, France, and other countries, the incidence 
of syphilis and gonorrhoea has been markedly de- 
creased, whereas in the United States there seems 
to have been an increase since the War. During the 
War the United States led other countries in at- 
tempted prophylaxis, but has now fallen behind the 
European countries in this respect. 

It is only by stimulating a more widespread atten- 
tion to and freer discussion of the venereal diseases 
that we may hope to teach the laity how to prevent 
infection, how to recognize it, and how to obtain 
proper treatment. 

It is also of great importance to instruct physicians 
not only after they have been graduated from medi- 
cal schools, but also during their early medical 
education. 

Early recognition and vigorous treatment is the 
only hope of limiting, if not eradicating, venereal 
diseases. J. Sypney Ritter, M.D. 
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SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 


CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Speed, K.: Acute Epiphysitis at the Upper End of 
the Femur: Pathology and Treatment. South. 
M.J., 1928, xxi, 208. 

Speed says that acute epiphysitis at the upper end 
of the femur implies acute inflammation, a phlo- 
gistic process in children caused by a pyogenic 
infection of the proximal (capital) epiphyseal area 
of the femur, possibly starting in older children on 
the diaphyseal side. The process usually results in 
fever, raised leucocyte count, constitutional evi- 
dences of sepsis or pyemia, the formation of pus, 
early invasion of the hip joint, and a tendency to 
metastatic multiple abscesses not necessarily limited 
to bones and joints. The clinical recognition of this 
condition is difficult and the mortality is high. 

The early pathology is based largely upon the 
blood supply of the epiphysis which in the adoles- 
cent comes from four sets of blood vessels. The 
bacteriology is that of the usual acute infections of 
bone, namely, staphylococcus and_ streptococcus. 
The course of the acute epiphysitis is usually rapid 
and the hip joint is involved early. The head of 
the femur or the cartilage lining the acetabulum may 
become necrotic; the infection may spread down the 
diaphysis into the pelvic bones causing an epiphyseo- 
lysis; or the infection may subside without the for- 
mation of pus or serious damage. In some cases the 
head of the femur loses its normal shape, becomes 
flattened, and undergoes shortening and permanent 
changes in shape which may lead to confusion with 
Legg-Perthes’ disease. Complications are frequently 
severe, generally on account of incorrect diagnosis. 
Pywmia, abscesses about the hip, pressure sores on 
the back and hips, pathological dislocation of the 
hip; urinary-tract infections, or early death may 
follow this condition. 

If the condition has subsided, the secondary or 
permanent bone changes about the head of the 
femur, including sometimes pathological dislocation, 
may simulate Legg-Perthes’ perfectly and make a 
differential diagnosis difficult. Consequently, the 
history of each case with similar roentgenological 
findings must be studied to rule out a former acute 
epiphysitis. 

The treatment advised is early diagnosis and 


drainage of the hip joint. Tubes are not placed in“ 


the joint; the capsule is merely opened so as to 
relieve pressure. Immobilization in plaster of Paris 
with the leg abducted about 30 degrees is advised. 
If the hip joint has been pathologically dislocated, 
sequestrated bone must be removed or infection 
must be drained and the limb put up in plaster of 
Paris in abduction. In some cases in which anky- 
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losis of the femur to the pelvis has occurred, sub- 
trochanteric osteotomy results in better position 
and function of the limb. 


Ely, L. W.: Koehler’s Disease. Arch. Surg., 1928, xvi, 
560. 


Ely reports six cases of Koehler’s disease. The 
condition may be present without causing symptoms 
and may be found only on X-ray examination. It 
occurs more frequently in males than in females, - 
and develops in the first decade of life. Recovery is 
always complete, regardless of the treatment. In 
the author’s opinion, the condition is similar to the 
diseases described by Legg, Osgood, and Schlatter, 
and all three of these conditions are due to an error 
in the development of the bone nucleus. 

Cuester C. Guy, M.D. 


Mitchell, J. I.: The Etiology and Treatment of 
Scoliosis. Arch. Surg., 1928, xvi, 680. 


Mitchell gives a résumé of the modern tendencies 
in the treatment of scoliosis. He advocates the use 
of different methods for different types of cases and 
stresses the value of early, consistent treatment. 

The aim of treatment of scoliosis should be to 
prevent the progress of the deformity, to correct, if 
possible, the existing deformity and to maintain the 
correction until all danger of relapse is past. This 
usually means until maturity is reached. 

The incidence of occurrence in the series reported 
by Mitchell coincides with the statistics compiled 
by other writers. The majority of cases of scoliosis 
are found in females and adolescents. ‘The types of 
scoliosis idiopathic, paralytic, and congenital—are 
discussed separately. 

The author believes that the congenital element 
plays an important réle in scoliosis since the per- 
centage in his series with developmental anomalies _ 
is much larger than that found in routine anomalies 
of the spine. 

The author uses the traction stretcher method of 
Whitman (especially in paralytic cases); the turn- 
buckle cast of Lovett and Brewster (especially in 
cases of single curve in the dorsolumbar region) ; and 
the Hibb’s cast applied under traction (especially 
for high dorsal curves). 

For maintaining the correction, Mitchell uses a 
brace described in the article. He favors operative 
methods of the type combining the Hibb’s fusion, 
the Albee graft, and an osteoperiosteal graft. 

The author draws the following conclusions: 

1. The etiology, in the majority of cases of scolio- 
sis, is still obscure. In a study of 125 cases, 61 per 
cent were of the idiopathic type. 

2. The treatment, if successful, must be adapted 
to the individual case. 
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3. Fusion of the affected region of the spine offers 
a practical and efficient method of preventing the 
increase of the deformity. It is advised in all paraly- 
tic cases and in other cases in which progress of the 
deformity is anticipated. 

4. Careful pre-operative correction is essential. 

5. The use of the osteoperiosteal graft, in fusion, 
is most satisfactory. Freperick A, Jostes, M.D. 


Mensor, M. C.: Hallux Valgus. California & West. 
Med., 1928, xxviii, 341. 


Mensor favors the congenital theory of the etiol- 
ogy of hallux valgus. 

The symptoms of the condition are deformity and 
pain and are most marked between the ages of forty 
and sixty years—the age when chronic arthritis oc- 
curs. The pathological picture is similar to that 
seen in the chronic arthritic joint. 

Treatment after the arthritis is quiescent should 
be directed to the metatarsocunciform joint. 

ELVEN J. BERKHEISER, M.D. 


Chambers, T. R.: Myositis Ossificans: A Study of 
Another Unusual Case. Arch. Surg., 1928, xvi, 


A most unusual and interesting case of myositis 
ossificans is reported by Chambers. 

The best classification of this condition is that 
published by Gruca in 1925: 

1. Myositis ossificans traumatica: 

a. Following a severe single injury by blunt 
force. 

b. Following dislocations: i.e., elbow, clavicle, 
knee, shoulder. : 

c. Development of bone along the track of per- 
forating gunshot wounds. 

d. After clean incised wounds. 

2. Myositis officians chronica: 

a. After repeated slight trauma; i.e., “rider’s 
bone,” ‘‘soldier’s shoulder.” 

b. Occupational. 

c. Non-traumatic; history of trauma not ob- 
tainable. 

3. Myositis ossificans of infectious origin. 

4. Myositis ossificans —para-arthritica. 

5. Myositis ossificans —neurotica. 

Chambers mentions the two prevailing groups 
of theories concerning the etiology, namely, one 
which assumes that parosteal bone arises from peri- 
osteum of the neighboring bone, and one which 
attributes the condition to a metaplasia of local 
connective tissue. 

The author’s case is of particular interest with 
regard to the differential diagnosis from periosteal 
sarcoma, and because of the fact that the condition 
resulted from violent muscular exertion, that the 
growth continued steadily for twenty-two months, 
that recurrence followed removal, and that amputa- 
tion was necessary. Freperick A, Jostes, M.D. 


FRACTURES AND DISLOCATIONS 


Billington, R. W.: Nerve Injuries Complicating 
Fractures. South M.J., 1928, xxi, 91. 


The purpose of this article is to emphasize the 
importance of the early diagnosis and treatment of 
nerve injuries complicating fractures. At the first 
examination of a fracture with a nerve lesion, an 
accurate record should be made of the extent of the 
paralysis, and thereafter, an examination for pro- 
gressive changes should be made every few days. 
If the reaction of degeneration appears in three 
weeks with total loss of motor or sensory functions, 
operation is usually advisable. Since from 25 to 50 
per cent of nerve injuries fail to make a satisfactory 
functional recovery in spite of early rational treat- 
ment, further operative measures should be consid- 
ered if good function has not been obtained after 
from nine to twelve months. 

The author briefly describes some of the tendon 
transplantations which may be done to improve 
function, and supplements his article with photo- 
graphs showing the results of tendon transplanta- 
tions in complete paralysis of the musculospiral 
nerve. CuesTEerR C. Guy, M.D. 


Dahl-Iversen, E.: On the Frequency and the 
Duration of Osteitis after Osteosynthesis, 
Illustrated by 274 Cases and Re-Examination of 
66 Cases of Operatively Treated Fractures. 
Acta chirurg. Scand., 1928, \xiii, 41. 


The author summarizes his findings with regard 
to the frequency and duration of osteitis following 
osteosynthesis according to Lane as follows: 

1. Complications in the form of osteitis and pseu- 
darthrosis occur respectively in 35 and 7 per cent 
of the cases. 

2. After the removal of the foreign body, the ostei- 
tis clears up in 53 per cent of the cases in the first 
four months, in 80 per cent in the first year, and in 
20 per cent in from one to three years. 

3. Complications in about three-fourths of these 
cases influence the final functional result to a very 
considerable degree. 

4. Complications occur in compound fractures in 
50 per cent of the cases; in simple fractures in from 
15 to 28 per cent of the cases. 

5. The most favorable time for an osteosynthesis 
is about one week after the occurrence of the frac- 
ture. 

6. The enclosed foreign body often delays the 
uniting of the fracture. 

7. A prothesis which is tolerated six months will 
be tolerated in the future. 

8. In cases in which complications do not occur, 
osteosynthesis gives an ideal final result, good posi- 
tion, and normal mobility in the adjacent joints, in 
85 per cent of the unreducible fractures of the dia- 
physis. 


SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


BLOOD VESSELS 


Lévai, J.: On the Dangers of Injection Therapy of 
Varices (Ueber die Gefaehrlichkeit der Injektions- 
therapie der Varicen). Gyédgydszal, 1927, Ixvii, 895. 


The author has treated several hundred cases of 
varices by means of the injection therapy and has 
obtained various end-results but no ill effects have 
been noted. 

However, in the hands of physicians not familiar 
with the surgical technique, this method has had 
unfavorable results because of the neglect of certain 
surgical principles. It often happens that the salt 
solution is injected outside of the lumen of the vein 
and thereby causes necrosis in the adjacent tissues. 
Fortunately, the necrosis is usually of no serious 
significance. Of much greater importance is the 
danger of embolus formation after a thrombus has 
been brought about by the injection. 

Linzer and his associates maintain that the injec- 
tion of salt solution into the vein causes an injury 
of the vessel wall and thereby causes a thrombus 
which is fixed to the vessel wall and does not cause 
any increased coagulation of the blood. 

In several cases in which Lévai performed a 
radical operation, he administered the injection four 
to fourteen days before the operation and after the 
manner of Linzer. The extirpated varicose veins 
were later examined histologically by Nachtnebel 
and his report showed that the formation of the 
thrombus was quite independent of any injury to 
the intima and that ten days after the injection the 
thrombus was not yet firmly attached. Up to this 
time there was a possibility of the formation of em- 
boli. Vigy4z6 claims that the thrombus which is 
artificially induced by the injection is less dangerous 
than the operation of Trendelenburg because in the 
latter, after ligation of the saphenous vein, a funnel- 
shaped pocket is left in the central stump. However, 
if the vein is ligated close to its junction with the 
femoral vein, no central stump is left and there is no 
central thrombus formation. 

However, in the event of injections administered 
by the practitioner who is unaccustomed to surgery, 
there is danger of sepsis. Of late the author has 
observed frequent cases of phlegmon formation 
caused by such injections in general practice and 


he reports the case of a patient who was admitted. 


to the hospital in a moribund condition as a result of 
an injection of saline given by an insurance doctor. 
Autopsy showed blood clots in the lumen of the vein. 
The author concludes that the injection therapy 
of varicose veins is at present in the experimental 
stage and should be carried out only with the strictest 
asepsis and under the most favorable surgical con- 
ditions. VON LoBMAYER (Z). 
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Fahr, T.: On the Recently Observed Increase in 
the Mortality from Thromboses and Pulmo- 
nary Emboli (Ueber cine neuerdings beobachtete 
Haeufung von Todesfaellen an Thrombose und Lung- 
enembolie). Klin. Wehnschr., 1927, vi, 2179. 


The author reports his own observations on the 
mortality from thromboses and pulmonary emboli 
as indicated by the statistics based on the cases 
treated during the period from 1915 to 1923 at the 
Barmbecker Hospital as compared with the cases ~ 
treated in the period from 1925 to 1927 treated at 
the Eppendorfer Hospital. 

Whereas in the period from 1915 to 1923 the per- 
centage of fatal cases of embolus or thrombosis 
varied from 0.1 to 0.42 per cent, in the later period the 
mortality had reached from 2 to 4 per cent. 

It was found that many more cases occurred 
in the later periods of life, but that there was no 
noteworthy difference in incidence in the sexes. 

Thromboses and emboli occurred most frequently 
in patients between fifty and seventy years of age. 
This indicates that surgical and gynecological con- 
ditions were not the chief factors in this condition 
but that a constitutional predisposition must have 
been present. A review from this viewpoint showed 
that in 1927 the internal and constitutional causes 
provoked four times as many cases of thrombosis 
and embolism as the surgical and gynecological 
causes. Among these internal ailments there was a 
predominance of the circulatory and infectious ail- 
ments. Thus we are dealing with persons who have 
a definite predisposition to thrombosis and embolism. 
The number of these persons so predisposed has not 
increased but the author thinks that the increased 
use of intravenous medications for heart conditions 
has played a considerable part in these conditions. — 
He does not mean to state that the intravenous 
medication of itself is the cause of the thrombosis (if - 
so this would appear in the histories of the patients), 
but he does believe that in a patient whose consti- 
tutional predisposition to thrombosis and embolism, 
intravenous medication may be the final etiological 
insult leading to the occurrence of the thrombosis 
or embolism. Animal experiments for the purpose 
of demonstrating this fact have as yet been unsuc- 
cessful. However, there has been a definite increase 
in the mortality from thrombosis and pulmonary 
embolism. ZILLMER (Z). 


Giordano, D.: Opening the Anterior Mediastinum 
for Attacks of Stenocardia from Aneurism of 
the Aorta (Apertura del mediastino anteriore per 
accessi stenocardici da aneurisma aortico). Riforma 
med., 1928, xliv, 49. 


Giordano reports the case of a man, forty-six 
years old, who had had almost continuous attacks 
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of angina pectoris. He had a constant fecling of 
suffocation and anguish which had defied all hospital 
treatment for two months He was in a poor con- 
dition of nutrition; his face was somewhat cyanotic. 
The heart dullness was enlarged, particularly the 
bases of the large vessels. He had a positive Wasser- 
mann for which two scries of intravenous injections 
of salvarsan were given. A roentgenogram of the 
thorax showed enlargement of the aorta and what 
was apparently a tumor. 

The patient was sent to Giordano for resection of 
the cervical sympathetic nerve, but it was finally 
decided to open the mediastinum in order to re- 
lieve the pain and dyspnoea. 

The sternum was exposed and cut transversely 
below the insertion of the second rib. The first and 
second ribs and clavicle were sectioned outside 
of their attachment to the sternum. An osteoplastic 
flap was thus formed and turned upward, exposing 
the mediastinal cellular tissue. Blunt dissection 
disclosed an aneurism of the aorta, the size of an 
egg. No tumor was found. A periaortic, or more 
properly speaking, a pre-aneurismatic sympathec- 
tomy, was performed. As it seemed better to leave 
the opening in order to relieve pressure on the 
mediastinum the osteoplastic flap was removed and 
the soft parts were sutured. A little gauze wick was 
left between two sutures. 

The attacks of dyspnoea stopped and the patient 
could eat and sleep. Three months after the oper- 
ation, another roentgenogram showed that the 
aneurism had at least not increased in size. The 
patient was relieved of his subjective symptoms. 

Auprey G. Morcan, M.D. 


Oberthur, H.: Obliteration of the Arteries of the 
Limbs, Particularly in Young People (Des obli- 
térations artérielles des membres en particulier des ar- 
térites juveniles). Rev. de chir., Par., 1927, xlvi, 746. 

Acute arteritis sometimes occurs in the course 
of convalescence from infectious diseases such as 
typhoid fever, influenza, measles, scarlatina, and 
(rarely) pneumonia. Chronic arteritis is usually 
seen in old people, but there is a form of chronic arte- 
ritis occurring in young people which is not caused by 
syphilis or diabetes and to which Buerger has given 
the name of thrombo-angiitis obliterans. He thinks 
it is a new disease due to a specific inflammation. 

Oberthur disagrees with Buerger’s conception and 
discusses the disease on the basis of four cases which 
he has seen recently. He has been unable to find any 
characteristic etiology and his patients did not have 
the initial acute attack and the phlebitis described 
by Buerger. 

In three of the four cases observed by Oberthur, 
the disease began with intermittent claudication. 
The temperature of the affected leg was distinctly 
lower than that of the normal one; generally there 
was no pulsation in the affected leg. When the limb 
was allowed to hang down vertically, it became very 
red, apparently because of mechanical dilatation of 
the superficial capillaries. It was not an inflamma- 


tory redness and was not accompanied by oedema or 
lymphangitis. The vasoconstrictor nerves were not 
paralyzed. If the leg was held up vertically it be- 
came very pale and the foot became waxy white. 
The degree of the ischemia varied with the degree 
of obliteration. 

These changes are not pathognomonic of thrombo- 
angiitis obliterans but are scen in any form of obliter- 
ation of the arteries. Absence of pulse does not nec- 
essarily mean that obliteration is complete; in order 
to have a pulse there must be a difference between 
the maximum and minimum pressures and if the 
wall of the artery is rigid the blood current becomes 
slow and continuous and there is no pulsation. 

Oberthur found that the disease was sometimes 
bilateral. Often there were trophic disturbances pre- 
ceding the stage of gangrene. Sometimes cutancous 
or subcutaneous nodules due to inflammation of the 
terminal arterioles appeared. At this stage of the 
disease there was sometimes an almost unendurable 
pain. The disease developed slowly and generally 
ended in gangrene. This was preceded by exacerba- 
tion of the pain which became continuous, by local- 
ized cyanosis associated with oedema, by increase 
in the local hypothermia, and by increase in the 
localized anwsthesia. 

The author concludes that this is not a specific 
disease as the symptomatology is the same as that 
of senile gangrene, the only difference being in the 
age of the patients. Some authors have tried to 
establish a characteristic blood picture but Oberthur 
believes that there is no special blood picture for the 
disease. 

The treatment during the early stages and re- 
missions is directed toward overcoming the in- 
sufficiency of the circulation and the pain. Buerger 
proposes a postural method for improving the cir- 
culation. Various treatments, including diathermia, 
insulin, periarterial sympathectomy and _ suprare- 
nalectomy have not proved very successful. The 
author performed periarterial sympathectomy in 
three of his cases but amputation had to be per- 
formed later. 

The gangrene and sometimes the pain necessitate 
amputation. Auprey G. Morcan, M.D. 


Stricker, P., and De Girardier, J.: A Case of Obliter- 
ation of the Inferior Vena Cava (A_ propos 
dun cas d’oblitération de la veine cave inférieure). 
Rev. de chir., Par., 1927, xlvi, 617. 

The authors report the case of a légionnaire, 
twenty-four years of age, who was sent to the sur- 
gical clinic, in March, 1927, because of bilateral 
oedema of the legs. He presented no personal history 
of any importance. He had never had syphilis or 
any serious infectious disease. In January, 1926, his 
right leg had begun to swell but no fever was pres- 
ent. The leg was immobilized for two weeks and the 
condition improved, but when he began to walk 
again the swelling re-appeared. Six weeks after the 
beginning of the disease, he had an attack of acute 
pain and fever lasting for five days. The fever did 
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not rise above 38 degrees C. He was immobilized 
for three months but the oedema re-appeared when 
he began to walk. There was no albumin in the urine 
and the Wassermann report was negative. He was 
given specific treatment but without effect. When 
he was admitted to the clinic, both legs were cyanotic 
and swollen but did not pit on pressure until after 
he had been standing for some hours. He had a feel- 
ing of heaviness and fatigue but no true pain. 

Operation under spinal anesthesia showed the 
iliac arteries and veins to be enveloped in adhesions. 
An enormous network of collateral veins had de- 
veloped which made it impossible to find the origin 
of the vena cava. The wound was closed and the 
patient was apparently recovering when on the 
twelfth day he had a severe secondary haemorrhage 
from which he soon died. 

The autopsy examination showed that the vena 
cava, 1 to 2 cm. above the mouths of the renal veins, 
was divided by cords passing through it from front 
to back. Between these cords there were grayish 
nodules resembling the vegetations of granular or 
verrucous endocarditis. All of the left part of the 
vena cava down to the iliac bifurcation was obliter- 
ated by an old parietal thrombus, leaving a channel 
on the right side. At the bifurcation the obliteration 
was total. The right common iliac and the external 
iliac also showed evidence of old inflammation. 

The author is inclined to agree with Leriche that 
perivascular changes are the cause of these cases of 
obliteration. Auprey G. Moran, M.D. 


Patel, M., and Peycelon, R.: Complete Ligation of 
the Inferior Vena Cava because of Operative 
Injury Occurring During a Nephrectomy (Un 
cas de ligature totale de la veine cave inférieure 
pour une blessure opératoire survenue au cours 
d’une néphrectomie). Lyon chir., 1928, xxv, 22. 


The authors report the following case: 

During the course of a nephrectomy for a tuber- 
culous right kidney, an alarming hemorrhage of 
venous character occurred just after the renal vein 
had been ligated and the kidney removed. Because 
of the poor general condition of the patient and 
the tediousness of the operation, Patel ligated the 
inferior vena cava, first tying the vein inferior to the 
tear and then, after careful exposure to avoid 
ligating above the left renal vein, ligating the vein 
above the tear. The patient made a perfect re- 
covery and, except for slight oedema of the calves 
which disappeared in two days, presented no symp- 
toms referable to the ligation. 

The authors discuss the advisability of this pro- 


cedure and review certain experimental work and. 


clinical observations. It is generally agreed that 
ligation below the inlet of the renal veins is per- 
fectly safe. The venous return passes by way of the 
azygos system, the intravertebral extra- 
vertebral plexuses, and the veins of the abdominal 
wall. Ligation above the renal veins is thought by 
most surgeons to be invariably fatal. The authors 
believe, however, that it should never be attempted 
although it is not necessarily fatal. 

Ligation of the inferior vena cava below the renal 
veins is becoming recognized as a safe and valuable 
procedure. It is indicated when the surgeon is 
confronted by a massive hamorrhage, when the 
patient’s condition is not good, and the operation 
must be ended quickly. Injury to the vein occurs 
most often during a nephrectomy for large pyone- ° 
phrosis or tumor and for this reason the anterior 
approach, which gives the best exposure of the 
inferior cava, is to be recommended in operations for 
enorn ous renal swellings. 

Micuaet L, Mason, M.D. 


BLOOD; -TRANSFUSION 


Vogelsang, T. M.: A Case of Pyzmia Associated 
with an Acute Meningitis and Arthritis due to 
Pfeiffer’s Bacillus (Un cas de pyohémie, de con- 
cert avec une méningite aigué et des arthrites, 
provoquée par le bacille de Pfeiffer.) Acta med. 
Scand., 1928, Ixviiii, 1. 


Vogelsang reports the case of a young boy, 
sixteen years old, who was taken ill toward the 
end of an influenza epidemic with swellings in the 
knees and ankles. It was found that a pronounced 
meningitis was present, the liver was enlarged, the 
wrists, ankles, and knees were swollen, and an 
abscess was present over the right external malleo- 
lus. Death occurred thirteen days after the onset of 
the illness. 

A postmortem examination revealed the presence 
of a subaponeurotic abscess on the skull, a purulent 
meningitis, abscesses in the right middle ear and 
over one sternoclavicluar joint, abscesses over the 
hyoid bone and thyroid cartilage, some thickening’ 
of the cusps of the nitral valves, and enlargement 
of the liver and spleen. 

Cultures and smears from the cerebrospinal fluid 
during life and after death and of pus from the 
right knee and from the malleolar abscess yielded 
the Pfeiffer bacillus. The results of animal innocula- 
tion into a rabbit (death in forty-eight hours), a 
mouse (death in sixteen hours), and a guinea pig 
(mild infection) were also characteristic for this 
organism. Micuaet L. Mason, M.D. 


SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Blair, V. P.: Face, Neck, and Chest Skin Losses. 
Tr. Am. Surg. Ass., 1927, xlv, 190. 

Losses of the full thickness of the skin over exten- 
sive areas with resulting distortion are discussed by 
the author. The main objects for operation in these 
cases are release of distortion by complete excision 
of the binding scar and by allowing the greatest 
possible expansion of the denuded area, and re-sur- 
facing with non-contracting skin. 

Joint fixations in the region of the face, neck, and 
chest are rare, but the repair may have to be done 
in stages in the presence of extensive losses. The 
extent of the defect and of the surrounding scarred 
area, the availability of material, the desire to avoid 
additional visible scars, final appearance and com- 
fort, the age and the operative resistance of the 
patient, and the amount of time that can be devoted 
to the restoration should be taken into consideration 
in each particular case. 

The most available sources of skin for re-surfacing 
are well-nourished flaps of neighboring vascularized 
surface scar, pedicle flaps of neighboring normal skin 
and subcutaneous tissue, “jump” flaps of distant 
tissues, and full-thickness, autogenous skin grafts. 

Thiersch grafts have been used by Blair in recent 
cases before the original granulating beds have had 
time to contract in order to cut down the time of 
recovery and to help prevent scar contraction. 
They may also be used over the orbicularis palpe- 
brarum and oris. 

‘ Blair gives a detailed description of four types of 
aps: 

1. The scar-bearing pedicle flap is used in adults 
who were burned in childhood. The scarred surface 
has usually smoothed out considerably, but has left 
one or two plice of skin extending vertically across 
the neck. Usually a vertical flap taken directly from 
this tissue and switched transversely will relieve the 
deformity. 

2. The pedicle flap can be taken from the arms, 
chest, or back where the skin has not been damaged. 
The most natural skin is thereby obtained but the 
following points must be taken into consideration. 
In the first place, a flap should not be used on the 
orbicularis oris or on the front of the chin, as here 
the skin is naturally attached directly to the muscle 
and any gross interposition of fat or areolar tissue 
will give unnatural thickness and will interfere with 
facial expression. 

For small restorations a pedicle flap is very use- 
ful, but if the raw surface is large, some other proce- 
dure should be followed. In some cases, the arms- 
and chest are too extensively scarred and skin from 


the back is too thick to give a natural appearance. 
Whatever the source may be, the flaps must be 
made very thin. Hair-bearing flaps should not 
be used. Furthermore, it is not advisable to make a 
pedicle flap if it will result in the formation of any 
additional visible scars. 

3. “Jump” flaps, which are the flaps usually trans- 
ferred by means of the hand or forearm, do not cause 
the formation of additional visible scars, but their 
accomplishment is more complicated and time-con- 
suming than simple pedicle flaps, and the skin ob- 
tained from near the waist-line is never as good in 
texture or color as that of the chest or arms. 

4. Free, full-thickness or nearly full-thickness auto- 
genous skin grafts are objected to because the result- 
ing graft is very rarely of a perfectly natural color, 
and frequently has a slightly leathery appearance 
as compared with the natural skin of the neck. 
Furthermore, the scars which form at the border of 
the grafts are apt to be markedly keloid, if the burn 
has occurred within three or four years of the graft- 
ing. Unless a painstaking technique is carried out, 
the graft is apt to be a complete failure, and at times 
it may fail in spite of all precautions. 

On the other hand, this free graft offers several 
advantages. The supply of skin for the graft is 
usually adequate and can be obtained from areas 
that are ordinarily not visible. Very often much 
larger areas can be repaired at a single operation 
by the use of a free graft than can be covered by a 
pedicle or jump graft which requires several oper- 
ations spread out over a long period of time. ‘Two 
or more free skin-grafting operations may frequently 
be done in the same length of time necessary for 
the several steps of a single flap transfer. Another 
advantage is that these grafts are only skin thick. 

James B. Brown, M.D. 


Cadenat, F. M., and Patal, M.: Drainage in Ab- 
dominal Surgery (Le drainage en chirurgie 
abdominale). Presse méd., Par., 1927, Xxxv, 1236; 
1252. 


The authors review briefly the historical aspects 
of the question of abdominal drainage and show the 
development of the realization of the remarkable 
defense powers of the peritoneum. Until about 1900, 
drainage was generally advocated, but since then 
there has been an increasing tendency to restrict 
drainage. Since the War the attempt has been to 
limit the indications for drainage more precisely. 

Drainage may be accomplished by the use of 
either tubular or capillary drains or at times by a 
combination of the two. The tubular drains, pref- 
erably of rubber, act either by gravity or by ab- 
dominal pressure. Capillary or lamp-wick drainage 
can be effected with gauze, the Mikulicz type of 
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drain being especially valuable. Filiform drains, 
cigarette and cigar drains, and corrugated rubber 
sheets are also of value. 

In considering the physics of drainage the authors 
conclude that the essential purpose of a tube is to 
provide a local and temporary outlet. The Rehn 
type of suprapubic drainage though of but short 
duration is of value. Gauze favors the formation of 
adhesions which lead to the immediate walling off 
of areas, it makes an excellent peritoneal defense, 
a good hemostat, and allows the penetration of 
oxygen into the wound. The removal of gauze may 
be difficult. In general, limited encysted cavities 
are best drained with tubes. When the formation of 
adhesions is desired, when there are fluids to be ab- 
sorbed and kept from disseminating throughout the 
peritoneal cavity, and when hemostasis is the 
desideratum, gauze is indicated. 

Many attempts have been made to increase the 
defense powers of the peritoneum (absorption and 
neutralization of toxins, production of limiting 
adhesions). The practice of washing out the cavity 
with salt solution has been abandoned as both use- 
less and dangerous. Hartmann could see but one 
indication for this procedure, i.e., contamination 
of the peritoneal cavity with foreign bodies such 
as food particles, etc. Ether in small amounts is a 
valuable adjuvant. Oxygen insufflation is no longer 
used to any extent. Oil is not used although there 
seems to be no serious objection to its use. The 
value of vaccine and serum therapy has not been 
proved. Drainage of the gastro-intestinal tract 
(lavage, enterostomy, gastrostomy, etc.) is a valu- 
able aid. 

The authors discuss the outstanding arguments 
against drainage. In the first place, drains are 
blamed for the occurrence of numerous accidents 
and complications, as they favor retention and 
secondary infection and produce adhesions which 
in turn make removal difficult and may lead to 
tears. Embolism, intestinal obstruction, and intes- 
tinal fistulation are said to occur after drainage and 
the occurrence of secondary haemorrhage and 
eventration is said to be more frequent. The 
authors conclude that most of these accidents are 
due to faulty technique and can be avoided, that 
secondary infection may be avoided by the early 
removal of drains, that fistula are due to specific 
causes not to be imputed to the drainage, and that 
eventration though serious is not a sufficient argu- 
ment to warrant the omission of drains in urgent 
cases. The argument that drains are useless, that 
they do not really drain, and that they tend to sup- 
press the defense powers of the peritoneum is not 


without some foundation. The authors conclude, ° 


however, that, admitting the temporary value of 
drains, their use is justified and of very definite 
value in certain cases. 

The general indications and contra-indications 
for abdominal drainage are outlined before the 
Specific problems are considered. Hamorrhage and 
infection constitute the two chief indications for the 


use of drains. If the bleeding is active and cannot 
be stopped easily, if the patient is weakened, if 
the operation must be completed rapidly (cervical 
carcinoma), if the operation has been long and 
tedious leaving the patient exhausted, and if, in 
hepatic cases, the coagulation is prolonged and 
bleeding is likely to continue, then the use of a 
hemostatic pack is indicated. If there is consider- 
able blood in the peritoneal cavity but bleeding 
has been stopped (ruptured tubal pregnancy), if 
the peritoneum is capable of absorbing the fluid, 
and if the resulting icterus is of short duration, 
then drainage is not recommended. If infection of 
the blood in the peritoneal cavity is feared, it is 
wise to institute drainage. 

In discussing the subject of infection the authors 
consider two types of cases in which drainage is 
indicated: those cases in which the infection oc- 
curs during the operation (not introduced by the 
operator) and those in which the infection is present 
at the time the abdomen is opened. With regard 
to the former type, it is not necessary to drain if 
the lesion has been completely removed and if good 
peritonealization has been obtained. If on the other 
hand the tissues and viscera are severely and chron- 
ically infected and it has not been possible to cover 
the denuded areas, then it is wise to drain. If, in 
the presence of anaérobic or mixed infection, the 
peritoneum has been rapidly and grossly con- 
taminated or if the cause remains (e. g., choledochus 
infection), then drainage is also indicated. 

In the case of encysted abscesses there does not 
seem to be any argument against drainage. If 
purulent fluids are present in the peritoneal cavity 
the following question must be considered: Is 
it justifiable not to drain? It has been repeatedly 
shown that peritonitis with frank pus is less severe 
than the septicemic type in which pus is scanty or 
absent. Hartmann is quoted as saying that the 
indication for drainage is not the presence of pus 
but the presence of non-absorbable material such as 
necrotic tissue, a gangrenous appendix, abundant 
false membrane, alimentary débris, or oozing, bleed- 
ing surfaces. To justify the omission of drainage 
the cause for the infection must be removed and ~ 
operation must be performed early. In late cases 
a drain (rubber tube) is indispensable. 

In general the younger the patient the better can 
the peritoneum take care of itself. In rapidly devel- 
oping, fulminant cases of the septicamic type with 
the patient in poor general condition little can be 
done but it nevertheless seems wise to drain, 

The routine gynecological operations do not usu- 
ally require drainage but the authors consider two 
main conditions in which drains may be necessary. 
In the presence of pelvic suppuration, drainage is 
now dispensed with in cases of old, usually sterile 
processes, subsiding infection, tubal infection, if 
the tube can be removed without rupture, and cold 
abscess. If the suppuration has necessitated a 
hysterectomy and the area can be covered with 
peritoneum the abdomen may be closed without 
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drains but it is wise to lead a tube out through the 
vagina. The nature of the infection may indicate 
drainage (post abortum infection, gangrenous fi- 
broma, etc.) Suppuration high up around the 
mesocolon and in the iliac fossa, probable infection 
of the small bowel, insufficient peritonealization, 
and injury to the bladder or colon, constitute in- 
dications for the use of drainage. 

In hysterectomy for carcinoma of the cervix the 
authors have accepted the views of Faure who 
_ has shown that the use of the Mikulicz drain has 
greatly reduced the mortality of this operation. 
This drain reduces the time of operation, controls 
the haemorrhage, and allows drainage of the infec- 
tion. Most surgeons favor drainage in this oper- 
ation, many favor the Mikulicz drain, while a few 
are opposed to any type of drain. 

In cases of acute appendicitis, Ombredanne 
recognizes the impossibility of effective drainage 
and closes every case. The only complication noted 
has been abdominal-wall abscess which Ombre- 
danne and a few others look upon as a fixation 
abscess. Most French surgeons, however, prefer 
drainage cases and do not consider the wall abscess 
as being benign. Up to forty-eight hours after the 
onset of the attack, drainage is usually not necessary 
except in fatigued, plethoric, toxic patients. The 
naturc of the lesion, however, seems to be the deter- 
mining factor. If the appendix has not perforated 
it is not necessary to drain unless the operation is 
performed late and there is turbid fluid or unless 
an oozing, easily infected, retroperitoneal bed is 
left behind. An appendicular abscess should al- 
ways be drained. If the appendix has perforated 
and the peritoneum is infected, drainage may or 
may not be indicated. If the turbid fluid is not 
walled off and if the operation is performed early, 
many do not drain although it seems wise to place a 
tube in Douglas’ pouch. In the presence of a real 
appendicular peritonitis (dilated small bowel covered 
with fibrin) many claim that the peritoneum can 
take care of itself after the source of the infection 
has been removed. The authors, however, believe 
that drainage is advisable in these cases. With septic 
appendicular peritonitis the patient’s only chance 
depends upon a rapid operation and the use of alarge 
Mikulicz pack. 

In bile-tract surgery the two main reasons for 
drainage are nearly always present although they 
are not always of equal importance. Except in 
cases in which the stomach or duodenum is anasto- 
mosed to the gall bladder and the danger of peritoneal 
leakage is slight, drainage should always be in- 
stituted. Even in the so-called “cold” cases in which 
the operation has been easy, the bed has been cov- 
ered with peritoneum, and the cystic duct has been 
well covered, it seems better to drain for a few 
days at least. 

There are few indications for drainage in gastric 
surgery. In a few cases of extensive and difficult 
resection or in the presence of a subphrenic abscess, 
a drain is necessary. Suprapubic drainage is not 


indicated unless the process has extended below the 
transverse mesocolon. 

In surgery of the small bowel as in gastric sur- 
gery, no drain is necessary if the suturing has been 
carried out carefully and if the peritoneum has been 
protected. The problem of drainage in obstruction 
is secondary to that of early operation. Perforations 
receive the same treatment as stomach perforations. 
The simple or at least relatively simple perforations 
of civil life rarely require drainage even if resection 
is done. Only if the opening is near the terminal 
ileum or if there is very abundant fluid is it necessary 
to drain. In the presence of very complex wounds— 
usually war wounds—when the operation is per- 
formed late and is long and involved and the perito- 
neumis grossly contaminated, drains should be used. 

The septic contents of the large bowel, the thin- 
ness of its wall, and the difficulty of secure suture 
make drainage necessary in many instances. In 
the routine surgery of this organ (plastic operations, 
anastomoses between healthy segments, colectomy 
for stasis, etc.) drainage is useless. Drains should be 
used in the presence of wounds even if the perito- 
neum is apparently clean. Volvulus with gangrene 
and a septic exudate should be drained by a Mikulicz 
pack even if exteriorization is possible. The modern 
technique of multiple-stage operations for colon 
carcinoma has obviated most of the indications for 
drainage except in cases of cancer of the caecum in 
which drainage of the retroperitoneal tissue is always 
necessary. 

The marsupialization of pancreatic and hepatic 
cysts has largely obviated the necessity for drainage 
and there are few instances in which the spleen 
needs to be drained. 

The discussion of the paper by Cadenat and Patel 
was quite heated, no fewer than forty-six surgeons 
taking part in it. The impression gained, however, 
was that the authors had presented the case fairly 
and wisely and that in the main their conclusions 
were accepted. There seemed to be a decided tend- 
ency to favor withholding drains as much as 
possible in all cases. ‘The value of the Mikulicz 
drain and the treatment of the ruptured appendix 
seemed to be the chief storm centers about which 
differences of opinions were expressed. The use of 
Dakin’s solution in suppurative peritonitis was 
recommended by some (Dambrin, Reverdin). 

WIc.tems (Liége) agreed in general with the au- 
thors’ statements. He considers that the Mikulicz 
is the best type of capillary drain. In gynecological 
cases, he favors drainage for gangrenous fibroma, 
for suppuration high up in the pelvis, and for cases 
in which peritonealization is difficult or the bowel 
is injured. The only routine operation on the colon 
requiring drainage is carcinoma of the cecum. As a 
rule, surgery of the liver, spleen, and pancreas can 
be carried out without drainage. With generalized 
peritonitis due to gonorrhoea or ruptured gastric or 
duodenal ulcer, it is not necessary to drain. With se- 
vere septic peritonitis such as follows puerperal strep- 
tococcic infection, drainage should be practiced. 
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Coitin (Copenhagen) emphasized the value of 
the greater omentum. He said that in gynecological 
operations he never drains if this structure can be 
brought down to the pelvis. It is well to drain after 
ileocolic resection and in cases of perforated ap- 
pendices. The gall bladder should always be drained. 

HARTMANN (Paris) reported that he drains all 
cases in which an oozing surface or infected matter 
is left in the abdomen. Diffuse peritonitis from any 
cause is drained preferably through Douglas’ pouch 
with the patient in the semi-sitting posture. The 
gall bladder is always drained and the colon almost 
always, while in gastric surgery, drainage should 
be practiced only after laborious resections. Rubber 
is the best type of drain. 

CHALIER (Lyon) said that he believes that it is 
possible to do away entirely with drainage in liver 
and biliary-tract surgery or at least to reduce the 
indications to a considerable extent. The appendix 
should be drained if a diffuse peritonitis is present 
but a Mikulicz drain should not be used. A long 
drain should be run down into Douglas’ pouch. In 
frankly or questionably septic gynecological cases, 
drainage per vaginam is advisable. The Mikulicz 
drain is to be used after hysterectomy for carcinoma, 
for diffuse salpingitis, or for infection following 
labor. 

ARNAuD (Saint Etienne) remarked that the less 
the peritoncum is drained the better. The practice is 
illusionary, useless, and dangerous as the causal 
lesion has been removed, haemostasis has been 
effected, and the integrity of the serosa has been 
re-established. The Mikulicz pack is of value in 
walling off the peritoneum from any infected area. 
If the appendix can be removed the peritoneum 
can be closed even in the presence of diffuse peritoni- 
tis, although in these cases the abdominal wall 
should be drained. In the surgery of the stomach and 
small bowel the peritoneum should be closed unless 
there is a peritonitis of long standing. It is ap- 
parently wise to drain the large bowel and the gall 
bladder. In pelvic surgery it is best to close the 
peritoneum and drain per vaginam. The Mikulicz 
pack is to be used only if the patient is in poor 
condition and peritoneal closure is impossible. 

ReyneEs (Marseille) said that he practices drainage 
less frequently but that it is impossible to make any 
definite rules as to drainage. Gangrenous appendices 
with ichorous pus should be removed, the cavity 
cleaned with ether, the peritoneum closed, and the 
wall drained. Pancreatic and mesenteric cysts can 
be closed with impunity after being washed out 
with ether. 

BERARD (Lyon) uses the Mikulicz drain if it is 
necessary to evacuate fluids, to stop oozing, and to 
push the intestines out of the way. With this treat- 
ment he has not lost a case of gangrenous appendix 
which was operated upon inside of forty-eight hours, 
and the mortality in septic lesions of the uterus and 
adnexa has dropped to 6 per cent. Drainage is 
rarely required after gastric surgery but is always 
necessary after gall-bladder surgery. 


Movtoncuet (Paris) believes that drainage in 
appendicitis depends as much on the technique of 
the operation as on the type of lesion. It is important 
not to spread infectious material in the peritoneal 
cavity. The Mikulicz drain should never be used 
after appendectomy. 

VIANNAY (Saint Etienne) after twelve years’ 
experience with Ombredanne’s technique of closure 
after appendectomy for ruptured appendix has 
discarded it because of the number of disastrous 
results following its use. 

De Fourmestraux (Chartes) reported a series 
of 860 operations for appendicitis of which 125 were 
drained (75 with the Mikulicz drain) with a mortal- 
ity of 3 per cent. 

Masini (Marseille) said that he had attempted 
closure after operation for appendicitis with purulent 
peritonitis but had discontinued the practice. 

L. Mason, M.D. 


Paolucci, F.: Failure of Autoplastic Skin Grafts 
(Sul mancato attecchimento degli innesti cutanei 
autoplastici). Ann. ital. di chir., 1928, vii, 41. 


The author reports the results obtained in four 
series of autoplastic skin grafts in rabbits. In the 
first series the rabbits were burned and the grafts 
were made fifteen to twenty days later. In the 
second series the rabbits were slightly sensitized 
with seven to eight injections of normal horse serum 
of 5 c.cm. each at intervals of six days. The rabbits 
were burned on the day of the last injection and the 
autoplastic grafts were applied fifteen to twenty days 
later. In the third series the animals were first burned. 
Fifteen to twenty days later, they were given an 
injection of 6 to 8 c.cm. of normal horse serum and 
the grafts were applied immediately. In the fourth 
series the animals were sensitized with seven sub- 
cutaneous injections of normal horse serum at inter- 
vals of six days and the grafts applied eight to ten 
days after the last injection, without burning. The 
burns were made with the thermocautery over an 
area of 10 to 12 sq. cm. on the back or thigh. 

The animals of the first and fourth series—the 
ones that were simply burned or simply sensitized 
with horse serum—proved refractory to the grafts 
and necrosis resulted. In the animals treated with 
normal horse serum before or after the burns the 
grafts took and by the thirtieth day could not be 
distinguished from the normal skin. The author 
concludes that anaphylactogenic substances are 
produced by the burned tissue and that they render 
the animal refractory to the taking of the grafts, 
but that by suitable protective treatment with 
horse serum the anaphylactic body is saturated 


‘and the graft takes; in this way one of the chief 


causes of failure of heteroplastic and homoplastic 
grafts is overcome. Because there seems to be a 
parallelism between the results obtained in burned 
animals and in those sensitized with horse serum, 
the author thinks that the changes produced in the 
tissues by the burning should be called a sensitiza- 
tion process. Aubrey G. Morcan, M.D. 
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ROENTGENOLOGY 


Jansson, G.: The Influence of Roentgen Rays 
on the Protoplasm of Cells (Die Einwirkung der 
Roentgenstrahlen auf das Zellprotoplasma). 
Acta radiol., 1927, viii, 427. 


The author has carried out ultramicroscopic in- 
vestigations in dark-field illumination of irradiated 
living neutrophile leucocytes and myelocytes in man. 

An account is first given of the picture of the non- 
irradiated neutrophile leucocyte and myelocyte in 
the dark field. All vital phenomena in the plasma, 
such as movements of the granula, drop displace- 
ment, and floating movements and all of the amo- 
boid movements are described. The author then 
presents a report of the results of his experiments. 

Ultramicroscopy shows that the neutrophilic leuco- 
cyte exposed to the roentgen rays is subject to deep 
disturbances. This is manifested in many different 
ways. The author distinguishes between the differ- 
ent types of plasma changes and notes the varying 
degrees of progressive impairment of the plasma. 
These changes are indicated by a disturbance in the 
amoeboid movements and by the formation of the 
pseudopods as well as by the granula movements 
and the morphology of the plasma net. The final 
result of the damage sustained is death of the cell 
by liquefaction. The plasma remains in a fluid state 
during the gradually progressive changes in the 
cell. The different plasma changes frequently oc- 
cur without any signs of alteration in the nucleus. 

In irradiation of the neutrophile myelocytes the 
author has made the surprising observation that the 
plasma in these immature cells reacts qualitatively 
in a fundamentally different way from the plasma 
in the neutrophile leucocytes. Whereas the plasma 
of the myelocyte undergoes coagulation, that of the 
neutrophile leucocyte undergoes liquefaction. The 
experiments make it evident that the coagulation 
of the plasma varies in degree and extension within 
the cell. It is shown further that the plasma of the 
myelocyte is far more sensitive to radiations than 
that of the neutrophile leucocyte. Even in irradia- 
tion of the myelocytes the changes in the plasma 
are in evidence before the nucleus shows signs of 
alteration. 

The author considers that the most important 
result of the investigation is the demonstration that 
the damage to the cell is apparent earlier in the 
plasma than in the nucleus and that the reaction 
of the roentgen rays in the plasma of an immature 
cell takes place qualitatively in a fundamentally 
different way than it does in a fully mature cell. 
This latter circumstance is considered by the author 
to be in opposition to the theory of a uniform pri- 
mary effect, as advanced by Dessauer. 
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RADIUM 


Quick, D.: Radium in Adequate Dosage in the 
Treatment of Cancer. J. Am. M. Ass., 1927, 
Ixxxix, 2035. 


Quick calls attention to the needless confusion 
that exists with regard to the relative values of 
radium and the roentgen rays in the treatment of 
cancer. He states that a good dose of the roentgen 
rays is superior to a poor dose of radium, but that 
when the absorption doses are the same, the ad- 
vantage is decidedly in favor of radium. ‘The 
shorter the wave length the better the result. Ade- 
quate dosage is paramount. Inadequate dosage 
results in many failures. 

An ordinary basal cell epithelioma 1 cm. in diam- 
eter may be cured by a surface application of 50 
mgm.-hr. of lightly filtered radium. If the dose is 
doubled, the chances of obtaining a complete cure 
are greater, but a densely fibrous and unsatisfactory 
scar will result. If the screening, the area treated, 
the distance from the skin, and the dosage are in- 
creased, a cure will result with a greatly reduced 
reaction and a better ultimate scar. 

The attempt should always be made to eradicate 
the lesion with a single dose. Interstitial treatment 
is best given with 0.3-mm. gold filtered radon tubes. 
The dosage can be determined only on the basis of 
experience. Intra-oral cancer and carcinoma of the 
cervix of the uterus yield best to this form of treat- 
ment. Element needles or removable platinum seeds 
are practical. 

In depth doses, radium is superior to the roentgen 
rays, but for large surfaces in deep growths at a 
distance of 2, 3, or 4 cm. it is inferior to the best 
practical roentgen-ray treatment. Packs containing 
from 2 to 4 gm. of radium at distances of from 6 to 
15 cm. are now employed for deep therapy. The 
size of the field irradiated is about 65 sq. cm. The 
screen used is 44 mm. of platinum and 2 mm. of 
brass. The erythema dose over a single skin area 
varies from 14,000 mgm.-hr. at 6 cm. to 25,000 
mgm.-hr. at 10 cm. and 50,000 mgm.-hr. at 15 cm. 
From 100,000 to 200,000 mgm.-hr. may be given 
without causing an undue reaction. 

In the discussion of this report, BURNAM cited 
cases in which 50 mgm. of radium for thirty days or 
more gave very gratifying results. He stated that 
in a cancer of the cervix he rarely gives more than 
2 or 3 gm.-hr., even when he uses a large amount 
of radium. 

Bow1nc cited instances in which 50 mgm. of 
radium at a distance of 2.9 cm. were applied in a 
period of from fourteen to twenty hours over 4 
sq. cm. for more than three weeks. 

A. James Larkin, M.D. 


PHYSICOCHEMICAL METHODS IN SURGERY 


Ward, R.: Inoperable Sarcomata Treated with 
Radium. Brit. M. J., 1928, i, 123. 

Ward reviews thirty cases of microscopically 
proved inoperable cases of sarcoma which were 
treated at the London Radium Institute. He recom- 
mends the use of the gamma ray of radium in all 
cases as many sarcomata will disappear under such 
treatment. He calls attention to the fact that 
there is a great difference in the susceptibility of 
various sarcomata to radium irradiation, and that 
the same type of tumor in various parts of the body 
reacts different. The sarcomata which are most 
susceptible to radium irradiation are the lympho- 
sarcomata. Radium rays are effective only locally; 
metastases must therefore be treated individually. 

Sarcomata often become resistant to irradiation 
eventually, but radium treatment very frequently 
prolongs life and in some cases is followed by good 
health for long periods of time. 

In the London Radium Institute, the radium is 
applied by both needles and surface applicators, and 
from 1.25 to 2.50 mgm. is used per square centi- 
meter. It has been found that the best results are 
obtained when the maximum dose is given at the 
first exposure. Crossfiring is done. The screen is 
2 mm. of lead or its equivalent, covered with rubber 
and applied over a thick layer of wool. Needles 
containing from 1 to 25 mgm. of radium element 
with a wall thickness varying from 0.3 to 0.5 mm. of 
platinum or 0.4 mm. of Monel metal have been 
used. Large doses produce progressive degeneration. 
The irradiations are seldom continued longer than 
forty-eight hours. Weaker doses over.a longer 
period of time would probably give good results. 

The results of radium treatment can be estimated 
only from the number of years the patient lives after 
the first treatment. The outcome in the thirty cases 
reviewed is shown in the table. 
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SUMMARY OF CASES SHOWING PERIOD OF 
SURVIVAL AFTER FIRST TRFATMFNT 


Period since 
Case | first treated Result 
No. | yrs. mos. 
I 14 5 | Living; no evidence of disease. 
2 10 67 | Died. 
3 9 7 | Living; disease kept in check. 
4 6 11 | Living; disease kept in check. 
5 5 2 Died. 
7 4 10 | Living; disease kept in check. 
8 4 9 | Living; condition deteriorating. 
10 4  o | Living; no evidence of disease. 
9 3 7 | Died. 
II 3. 5 | Living; no evidence of disease. 
12 3 4 | Living; disease kept in check. 
6 3 3 | Died. 
13 3 1 | Living; condition deteriorating. 
14 3  o | Living; no evidence of disease. 
15 3  o | Living; no evidence of disease. 
17 2 1 Living; no evidence of disease. 
18 2 8 | Living; no evidence of disease. 
20 2 9 | Died. 
21 2 5 | Living; case became operable, and 
operation apparently successful. 
22 2 3 | Living; no evidence of disease. 
23 2 2 | Living; disease kept in check. 
16 t 9 | Died. 
27 1 9g | Living; no evidence of disease. 
24 tr 4 | Died. 
28 1 1 | Living; no evidence of disease. 
29 1 o | Living; condition deteriorating; de- 
rived no benefit. 
26 10 | Died; derived no benefit. 
19 7 | Died; derived no benefit. 
30 7 | Living; no evidence of disease. 
25 6 | Died following operation, 


A. James Larkin, M.D. 
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MISCELLANEOUS 


CLINICAL ENTITIES--GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Harttung: The Treatment of Chronic Ulcers of 
the Leg (Behandlung chronischer Unterschenkel- 
geschwuere). Zentralbl. f. Chir., 1927, liv, 2858. 

The author briefly discusses the various surgical 
procedures which may be employed in the treatment 
of chronic ulcers of the leg and gives a detailed 
account of the Thiersch method of transplantation, 
which undoubtedly shows favorable results in clean 
ulcers. He repudiates the so-called Italian method 
of treatment, in which a flap from the healthy por- 
tion of the leg is sutured as a bridging flap over the 
cleansed ulcer. With such treatment there is always 
the imminent danger of the development of a new 
ulcer in the healthy portion of the leg in the very 
cases in which the etiology of the leg ulcer is un- 
settled. 

The author has quite frequently observed the 
Friedel-Rindfleisch operation and has also carried 
it out himself. The initial results were very good, 
but recurrences developed, especially the late 
appearing type, and quite considerable grades of 
elephantiasis, which required a secondary operation, 
usually with excision of the fascia. 

He also repudiates the Leriche operation for the 
following reasons: In the first placé, the arteries, as 
a result of the age of the patients with leg ulcers, are 
already sclerotic and, after decortication of the fe- 
moral artery in the presence of sclerosis, perforations 
may be present and in the second place, there is the 
danger of infection of the wound with secondary 
perforation. 

Harttung discusses the stretching of the nerve as 
recommended by von Volkmann and von Nussbaum 
and which was previously carried out by Bardescu 
and Chiepault. Von Volkmann adyocates stretching 
of the nerve which supplies the ulcer—usually the 
saphenous nerve—but he has also stretched other 
nerves. 

The technique of Harttung’s operation consists in 
the additional mobilization of the callous borders 
of the ulcer by circumcision, as practiced also by von 
Nussbaum and Weber. ‘The author describes the 
technique and the careful after-treatment, which 
consists of rest in bed up to the time of complete 
epithelization, and the use of compresses with 10 
per cent sodium chloride solution, together with 
cauterization with tincture of iodine. Thisis followed 
by the application of a zinc-gelatin dressing after 
the complete healing of the skin. The results of the 
treatment have been excellent. Eight out of twelve 
patients were cured up to a period of three years. 
There were four recurrences. In one case there was 
a positive Wassermann reaction, without the pres- 


ence of any characteristic signs of a luetic ulcer. 
The author warmly recommends the following 
method: stretching of the nerve, ligation of the 
saphenous vein, and circumcision of the ulcer. 

In the discussion following this report, VON VOLK- 
MANN told of thirty-five of his own cases of ulcer 
of the leg that were treated with stretching of the 
nerve, sympathectomy, or a combination of both 
procedures, and praised the immediately resulting 
good effects. No patient was operated upon who 
had not previously been given every possible kind 
of treatment without avail and all of the patients 
had had negative Wassermann reactions. ‘Two 
cases of amputation, which were also treated in this 
way, showed no result, as was to be expected. Of 
eighteen cases, sixteen showed no recurrence after 
one year. Of twenty-five cases, 40 per cent were 
without recurrence up to the third year, 30 per cent 
showed a recurrence, and 30 per cent could not be 
traced. Up to the present time, no procedure has 
been found that insures against recurrences, but 
good, immediate, and numerous lasting results can 
be achieved by stretching of the nerves. 

StreDA said that since roro he has used the opera- 
tive method of Rindfleisch in cases of ulcers of many 
vears’ standing which were apparently unaffected 
by any other form of treatment, and with which he 
has attained the best results. This procedure con- 
sists of a spiral incision down to the fascia, through 
which the lumina of the dilated veins are ligated in 
as many places as possible and thus obliterated. 
Primary union is waived in the after-treatment, and 
as a result of the formation of granulations, deep 
cicatrices form. The ulcer heals quickly. 

FRANKE said that the important factor in the 
treatment is elevation in such a way that the foot 
lies higher than the knee. The most rapid healing 
was achieved with compresses of physiological saline 
solution, which must not be too moist and which, 
according to the condition of the ulcer, must be 
changed two to three times daily. Franke has used 
this treatment for years. In order that the blood 
vessels may not lose their elasticity as a result of 
the persistently high elevation of the leg, Franke 
allows exercise during prolonged rest in bed. The 
extremity is raised as vertically as possible for seven 
to ten minutes, then lowered for one-quarter to one- 
half a minute. These exercises are repeated two to 
three times daily. von LopMayver (Z). 


Christian, S. L., and Palmer, L. A.: An Apparent 
Recovery from Multiple Sarcoma. Am. J. Surg., 
1928, iv, 188. 

Christian and Palmer report an unusual case of 
multiple sarcoma which they believe belongs to the 
group of endotheliomata, as described by Ewing. 
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The history indicates that the patient bruised his 
left shin in February, 1918. Thirteen months later, 
he began to have severe pain at the site of injury. 
An operation for osteomyelitis of the tibia was per- 
formed in 1919. In 1924 he was operated upon for 
chronic appendicitis and bilateral inguinal hernia. 
At this time, he still complained of occasional pain 
in the leg. In April, 1925, he noted swelling in the 
tibia, slightly higher up than the site operated upon 
in 1919 and a second operation for osteomyelitis was 
performed. Following this he received a number 
of intravenous injections of sodium iodide. X-ray 
plates showed decalcification of the upper third of 
the left tibia. A pathological fracture soon oc- 
curred. A biopsy in September, 1925, showed a 
myelosarcoma of a very cellular nature. Mitotic 
figures were numerous. A mid-thigh amputation was 
performed. Three months later a nodule was noted 
in the skin just above the umbilicus, a specimen of 
which was reported to be a metastatic sarcoma. 

By January, 1926, a recurrence was noted in the 
amputated stump, a mass was felt in the left groin, 
and there was a supra-umbilical mass which involved 
the skin. At this time injections of Coley’s toxins 
were begun, the dosage being increased gradually. 
The patient had severe reactions following each in- 
jection and seemed to be failing rapidly. He later 
developed other metastases in the skin of the abdo- 
men and in the stump of the amputated leg. By 
May, 1926, there was involvement of the right clav- 
icle, and multiple tumors of the scalp, cranial bones, 
and cervical vertebra. 

In August, 1926, Coley’s toxins were again given 
until the patient was receiving 17 minims at a dose. 
This was followed by marked improvement. All of 
the metastatic growths disappeared, the stump 
which had broken down healed, the growths on the 
abdomen disappeared, and the patient gained con- 
siderable weight. He received another course of 
treatment from October to December, 1927, each 
dose measuring 30 minims. In January, 1928, the 
patient was free from evidence of metastases and the 
X-ray examination was negative. The diagnosis of 
sarcoma was concurred in by Drs. Ewing Taylor, 
James Ewing, and E. A. Codman. 

Joun H. Gartock, M.D. 


SURGICAL PATHOLOGY AND DIAGNOSIS 


Terry, B. T.: A New and Rapid Method of Exam- 
ining Tissue Microscopically for Malignancy. 
J. Lab. & Clin. Med., 1928, xiii, 550. 


A new method for preparing sections of fresh or 
fixed tissues for microscopical examination is 
described by Terry. This method is believed by 
him to have certain advantages over the frozen- 
section technique. The method is as follows: 

Relatively thick sections are cut from a small 
block of excised tissue with a sharp razor, are stained 
superficially on one side with a solution of neutral- 
ied polychrome methylene blue, rinsed in water, 


mounted moist with the stained side uppermost, 
and covered with a thin cover slip. If the prepara- 
tion is transilluminated by a strong light, it may be 
examined under all powers of the microscope. The 
unstained side of the tissue easily transmits light 
and the stained upper surface gives the effect of a 
comparatively thin section brilliantly stained. 

The chief advantages of the method are that 
the technique is simple, quickly learned, and ex- 
tremely rapid; the equipment is inexpensive and 
easily transportable; the procedure is noiseless and 
can be employed in the operating room. The method 
is applicable to both fresh and formalin-fixed tissues. 

The chief disadvantage of this method is that 
it cannot be employed for all tissues. Very small, 
soft, or friable tissues are difficult to cut, and opaque 
tissues, especially those containing large amounts of 
blood, do not transmit light. The sections fade 
very quickly and must be examined immediately 
after staining. They cannot be projected because 
of their thickness and the rapidity with which 
they fade when subjected to a strong light. 

F. D. Gunn, M.D. 


EXPERIMENTAL SURGERY 


Rigano-Irrera, D. and Sacerdote, G. Autoplastic 
and Homoplastic Skin Grafts in Subcutaneous 
Tissue (Sul comportamento di innesti di pelle auto- 
ed omoplastici deposti nel tessuto sottocutaneo). 
Arch. ital. di chir., 1927, xx, 190. 

The authors made an experimental study of auto- 
plastic and homoplastic subcutaneous skin grafts in 
rabbits. In this article they give a histological de- 
scription of the results illustrated by photomicro- 
graphs. 

They found that autoplastic skin grafts deposited 
in the subcutaneous tissue of rabbits brought about 
the formation of epithelial cysts which persisted for 
more than eighteen months. For twenty days, homo- 
plastic subcutaneous grafts behaved like autoplastic 
grafts and the epithelial cysts which were formed 
were the same as those brought about by the auto- 
plastic grafts. However, after about a month, regres- 
sive changes took place in the epithelium. There 
was small-cell infiltration of the connective tissue 
underneath the epithelium rests, destruction pro- 
ceeded more or less rapidly until the grafted tissue 
was entirely absorbed. In some cases necrosis of 
the homoplastic graft took place within a few days. 

As a result of these experiments, the authors con- 
cluded that the outcome in subcutaneous grafts in 
rabbits is the same as that in superficial grafts. In 
either case the autoplastic graft takes and the ho- 
moplastic graft dies. The only difference is in the 
length of time the graft survives; the subcutaneous 
homoplastic graft lives longer than the superficial 
one. The influences which prevent the taking of the 
homoplastic graft in the rabbit act even when the 
foreign tissue does not come into direct contact with 
the skin of the host. Auprey G. Morcan, M.D. 
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